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Page 1 of 10 
···•• .. " .. 1 District Court - Bannock "UI.lIIL\ 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date 
10/1/2009 
10/26/2009 
11/12/2009 
11/16/2009 
11/19/2009 
11/20/2009 
12/4/2009 
12/8/2009 
Code 
LOCT 
NCPI 
SMIS 
COMP 
ATTR 
ATTR 
HRSC 
HRSC 
User 
DCANO 
DCANO 
DCANO 
DCANO 
DCANO 
JANA 
CAMILLE 
MEGAN 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
NICOLE 
NICOLE 
DCANO 
CR 
New Case Filed-Personal Injury 
Summons Issued 
Verified Complaint and Demand for Jury Trial 
Filed 
Judge 
Peter D. McDermott 
Peter D. McDermott 
Peter D. McDermott 
Peter D. McDermott 
Filing: A - All initial civil case filings of any type not Robert C. Naftz 
listed in categories B-H, or the other A listings (Magistrate) 
below Paid by: cooper and larsen Receipt 
number: 0036486 Dated: 10/1/2009 Amount: 
$88.00 (Check) For: 
Plaintiff: Nield, Judy Attorney Retained Reed W Peter D. McDermott 
Larsen 
Affidavit of return; srvd on Pocatello Health Robert C Naftz 
services inc. thru Gard Skinner on 10-16-09 
Filing: 11 - Initial Appearance by persons other Robert C Naftz 
than the plaintiff or petitioner Paid by: Hall Farley 
Oberrecht & Blanton P.A. Receipt number: 
0041727 Dated: 11/1212009 Amount: $58.00 
(Check) For: Pocatello Health Services, Inc. 
(defendant) 
Def Pocatello Health services, inc Pocatello care Robert C Naftz 
and Rehabilitation centers Answer to Plntfs 
Verified complaint and demand for Jury Trial; 
aty Keely Duke for def Pocatello Health 
Defendant: Pocatello Health Services, Inc. Robert C Naftz 
Attorney Retained Keely E Duke 
Notice of service - Def Pocatello Health services, Robert C Naftz 
Inc. dba Pocatello care and rehabilitation centers 
first set of Interrog. and requests for production of 
documents to plntf: aty Keely Duke for def 
Notice of Depo of Judy Nield on 1-12-2010 @ Robert C Naftz 
9am: aty Chris Comstock for def 
Order for submission of information for Robert C Naftz 
scheduling Order; Plntf shall submit to the court, 
within 14 days of the date of this Order, a 
Stipulated statement: J Naftz 11-19-09 
Notice of sevice - Plntfs First set of Discovery to Robert C Naftz 
Def Pocatello Health Services, Inc. aty Reed 
larsen for plntf 
Stipulated Statement; aty Reed Larsen for plntf Robert C Naftz 
Hearing Scheduled (Jury Trial 11/16/201009:00 Robert C Naftz 
AM) 10-12 days requested 
Hearing Scheduled (Jury Trial 02/1512011 09:00 Robert C Naftz 
AM) 10 - 12 days requested 
Scheduling Order, Notice of Trial Setting and 
Initial Pretrial Order 
Robert C Naftz 
l..Ic.m:;.OIII:.II:.VII 
Time: 09:36 AM 
Page 2 of 10 
.,IAm .JUOICliU Ulsmc[ ,",oun: - tsannOCK ~OUnty User: LJCANO 
ROAReport 
Case: Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
Judy Nield VS. Pocatello Health Services, Inc. 
Date Code User 
12/14/2009 CAMILLE 
12/21/2009 CAMILLE 
12/29/2009 CAMILLE 
12/30/2009 CAMILLE 
1/4/2010 CAMILLE 
1/8/2010 CAMILLE 
4/21/2010 CAMILLE 
6/2/2010 CAMILLE 
6/10/2010 CAMILLE 
6/11/2010 CAMILLE 
6/16/2010 CAMILLE 
6/29/2010 CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
Judge 
Notice of service - Plntfs Discovery Responses to Robert C Naftz 
Def Pocatello Health Care: aty Reed larsen for 
plntf 
Notice Vacating Depo of Judy Neild; aty Keely Robert C Naftz 
Duke for defs 
Amended Notice of Depo of Judy Nield on Robert C Naftz 
2-18-2010: aty Chris Comstock 
Notice of service - Answers to Plntfs First set of Robert C Naftz 
Interrog and REq for Production of Documents w/ 
this notice of service: aty Keely Duke for defs 
Notice of Service - Plntfs Supplemental Discovery Robert C Naftz 
Responses to Def Pocatello Health Services, Inc; 
aty Reed Larsen for pint 
Second Amended Notice of Depositoin; set for Robert C Naftz 
2-24-2010 @ 9am: aty Chris Comstock 
Plaintiffs witness Disclosures; aty Reed Larsen Robert C Naftz 
for Plaintiff 
Notice of service - Plntfs Second Supplemental Robert C Naftz 
Discovery Responses to def Pocatello Care & 
Rehabilitation Centers First set of Interrog and req 
for production of Documents to plntf: aty Reed 
Larsen for plntf 
Stipulation to Amend Scheduling Order; aty 
Keely Duke for Def Pocatello Health Service 
Notice of Service - Plntfs Third Supplemental 
Discovery Responses to Defendant Pocatello 
Health Services, Inc. and this Notice: aty 
Reed Larsen for p Intf 
Robert C Naftz 
Robert C Naftz 
Order granting Stipulation to Amend Scheduling Robert C Naftz 
Order; sf Judge Naftz 6-16-2010 
Notice of Deposition of Mary Akina on 7-12-2010 Robert C Naftz 
@ 8:30 am: aty Reed Larsen for plntf 
Notice of Deposition of Melody Lee on 7-12-2010 Robert C Naftz 
@ 10:30 am: aty Reed Larsen for plntf 
Notice of Deposition of Wendy Sneddon on Robert C Naftz 
7-12-2010 @ 1:30 pm: aty Reed Larsen 
Notice of Deposition of DAna Camphouse on Robert C Naftz 
7-12-2010 @ 3:30 pm: aty Reed Larsen fo 
rplntf 
Notice of Deposition of Lachelle Pratt on Robert C Naftz 
7-13-2010 @ 8:30 am: aty Reed Laren for plntf 
Notice of Deposition fo Jill Schuette on 7-13-2010 Robert C Naftz 
@ 10:30 am: aty Reed Larsen for plntf 
Notice of Deposition of TAra Tanner on Robert C Naftz 
7-13-2010 @ 1:30 pm: aty Reed Larsen for plntf 
Notice of Deposition of Connie Funk on Robert C Naftz 
7-13-2010 @ 3:30 pm: aty Reed Larsen for plntf 
Uate: 5/12/2U11 
Time: 09:36 AM 
Page 3 of 10 
Sixth ,"'(lieial District Court - Bannock county 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
user: LJGANO 
Judy Nield VS. Pocatello Health Services, Inc. 
Date Code User 
6/29/2010 CAMILLE 
7/2/2010 CAMILLE 
7/8/2010 CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
7/22/2010 CAMILLE 
7/26/2010 CAMILLE 
CAMILLE 
CAMILLE 
3/4/2010 HRSC NICOLE 
3/6/2010 CAMILLE 
3/20/2010 HRVC NICOLE 
Notice of Depositon of Debra Cheatum on 
7-14-2010 @ 8:30 am: aty Reed Larsen 
Judge 
Robert C Naftz 
Notice of service - First Supplemental Answers to Robert C Naftz 
Plntfs First set of Interrog and requests for 
Production of Documents and this Notice: aty 
Keely Duke 
Amended Notice of Deposition of connie Funk on Robert C Naftz 
7-13-2010 @ 1pm: aty Reed Larsen for plntf 
Amended Notice of Deposition of Debra Robert C Naftz 
Cheatum; settor 7-13-2010 @ 2pm: aty Reed 
larsen for plntf 
Amended Notice of Deposition of Melody Lee on Robert C Naftz 
7-13-2010 @ 3pm: aty Reed Larsen for plntf 
Amended Notice of Deposition of Lachelle Pratt Robert C Naftz 
on 7-14-2010 @ 8am: aty Reed Larsen for plntf 
Amended Notice of Deposition of Dana Robert C Naftz 
Camphouse on 7-14-2010 @ 9am: aty Reed 
Larsen for plntf 
Amended Notice of Deposition of Mary Akina on Robert C Naftz 
7-14-2010 @ 10am: aty Reed Larsen for plntf 
Amended Notice of Deposition of Wendy Robert C Naftz 
Sneddon on 7-14-2010 @ 11am: aty Reed 
Larsen for plntf 
Amended Notice of Deposition of Jill Schuette on Robert C Naftz 
7-14-2010 @ 1:30 pm: aty Reed Larsen for plntf 
Amended Notice of Deposition of Tara Tanner on Robert C Naftz 
7-14-2010 @ 2:30 pm: aty Reed Larsen for plntf 
Defendants Pocatello care and Rehabilitation Robert C Naftz 
Centers expert witness disclosure; aty Keely 
Duke 
Motion for stay of Proceedings; aty Reed Larsen Robert C Naftz 
for plntf 
Affidavit of Reed Larsen in Support of Motion to Robert C Naftz 
Stay Proceedings; aty Reed Larsen for pltnf 
Notice of service - Def Pocatello Health services Robert C Naftz 
Inc. Pocatello Care and Rehabilitation Centers 
Answers to Plntfs First set of Interog. aty Keely 
Duke for def 
Hearing Scheduled (Motion for Summary Robert C Naftz 
Judgment 09/13/2010 01 :30 PM) 
Notice of Hearing; set for Plntfs Motion for Stay Robert C Naftz 
of Proceedings: on 8-23-2010 @ 1:30 pm: aty 
Reed Larsen for plntf 
Hearing result for Motion for Summary Judgment Robert C Naftz 
held on 09/13/201001:30 PM: Hearing Vacated 
upon request of Defendant 
uate: tll1lllU11 
Time: 09:36 AM 
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.. _q .... n •• al District Court - Bannock County 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code 
8/20/2010 HRVC 
8/23/2010 HRVC 
8/24/2010 HRSC 
10/8/2010 
10/21/2010 CO NT 
10/28/2010 
11/15/2010 
User 
NICOLE 
CAMILLE 
NICOLE 
CAMILLE 
NICOLE 
CAMILLE 
CAMILLE 
CAMILLE 
DCANO 
NICOLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
Judge 
Hearing result for Motion held on 08/23/2010 Robert C Naftz 
01 :30 PM: Hearing Vacated Motion for Stay of 
Proceedings upon request of Plaintiff 
Stipulation to Vacate; aty Reed Larsen for plntf Robert C Naftz 
Hearing result for Jury Trial held on 11/16/2010 Robert C Naftz 
09:00 AM: Hearing Vacated 10-12 days 
requested 
Order granting Stipulation to Vacate Trial; sl Robert C Naftz 
Judge Naftz 8-20-2010 (this matter shall be reset 
to 2-15-28,2011) 
Hearing Scheduled (Motion for Summary 
Judgment 11/08/201001:30 PM) 
Robert C Naftz 
Defendant Pocatello Health services, Inc DBA Robert C Naftz 
Pocatello care and rehabiltation centers Motin for 
Summary Judgment; aty Keely Duke for def 
Memorandum in Support of Def Pocatello Health Robert C Naftz 
Services, I nc DBA Pocatello Care and 
Rehabilitation Centers Motion for summary 
Judgment; aty Keely Duke 
Affidavit of Keely Duke in Support of Defendant Robert C Naftz 
Pocatello care and Rehabilitation centers Motion 
for Summary Judgment; aty Keely Duke for def 
Affidavit of Thomas J. Coffman, MD, in Support of Robert C Naftz 
Defendant Pocatello Health Services, Inc. D/B/A 
Pocatello Care and Rehabilitation Center's Motion 
for Summary Judgment; Keely E. Duke, Attys for 
Dfdts. 
Continued (Motion for Summary Judgment Robert C Naftz 
12/13/201001:30 PM) Defendant's Motion upon 
request of defense 
Notice of Deposition of Laree Dun on 11-9-2010 Robert C Naftz 
@ 9am: aty Javier Gabiola 
Notice of Deposition of Joyce Maxfield on Robert C Naftz 
11-9-2010 @ 1pm: aty Javier Gabiola for plntf 
Notice of Deposition of Thomas Coffman MD: Robert C Naftz 
on 11-11-2010 @ 9:30am: aty Javier Gabiola 
for plntf 
Notice of Deposition Derick Glum on 11-16-2010 Robert C Naftz 
@ 9:30 am: aty Javier Gabiola for plntf 
Notice of Depositon of Marji Brim on 11-19-2010 Robert C Naftz 
@ 1 :30pm: aty Javier Gaboiola for plntf 
Stipulation to vacate trial and amend scheduling Robert C Naftz 
order; aty Keely Duke 
Amended Notice of Deposition of Thomas J Robert C Naftz 
Coffman, MD: (11-19-20109am) aty Javier 
Gabiola for plntf 
Date: 8/12/2011 
Time: 09:36 AM 
Page 5 of 10 
ldicial District Court - Bannock 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code 
11/15/2010 
11/18/2010 
11/29/2010 
11/30/2010 HRSC 
12/112010 
12/2/2010 
User 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
NICOLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
Judge 
Amended Notice of Deposition of Joyce Maxfield; Robert C Naftz 
set for Joyce Maxfield on 11-17-2010 1pm): aty 
Javier Gabolia for plntf 
Amended Notice of Deposiiton of Derrick Glum; Robert C Naftz 
on 11-16-2010 @ 8:30 am: aty Javier Gabolia 
for plntf 
Amended Notice of hearing; set for 12-13-2010 Robert C Naftz 
@ 1 :30 pm: aty Keely Duke for Def. 
Defendant Pocatello care and rehabilitation Robert C Naftz 
centers first supplemental expert witness 
disclosure; aty Keely Duke 
Amended Notice of Deposition of Laree Dunn on Robert C Naftz 
11-17-2010 @ 9am: aty Javier Gabiola for p Intf 
Memorandum in support of Plaintiffs Motion to Robert C Naftz 
Strike the Affidavit of Dr. Coffman: aty Reed 
Larsen for plntf 
Motion to continue hearing on Summary Robert C Naftz 
Judgment or in the Alternative Additional time to 
suppplement the record: aty Reed Larsen for 
plntf 
Memorandum in support of pints motion to Robert C Naftz 
continue hearing on summary judgment or in the 
alternative additional time to supplement the 
record; aty Reed Larsen for plntf 
Memorandum in opposition to defendants motion Robert C Naftz 
for summary judgment; aty Reed Larsen for 
plntf 
Affidavit of Reed Larsen in support of plntfs Robert C Naftz 
opposition to defs motion for summary judgment; 
aty Reed Larsen for plntf 
Hearing Scheduled (Motion 12/13/2010 01 :30 Robert C Naftz 
PM) Motion to Strike Affidavit of Dr. Coffman 
Affidavit of Suzanne Frederick; aty Suzann 
Frederick for plntf 
Robert C Naftz 
Motion to strike the Affidavit of Dr. Coffman; aty Robert C Naftz 
Reed Larsen for plntf 
Affidavit of Javier Gabiola in support of plntfs Robert C Naftz 
motion to continue hearing on summary judgment 
or in the alternative additional time to 
supplemental the record: aty Reed Larsen for 
plntf 
Affidavit of Hughes Selznick, MD; aty Reed Robert C Naftz 
Larsen for plntf 
Affidavit of Sidney Gerber; Robert C Naftz 
Notice of hearing; set for 12-13-2010 @ 1 :30 Robert C Naftz 
pm: aty Reed Larsen for plntf 
LJate: 8/12/2011 
Time: 09:36 AM 
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Sixth Judicial District Court - Bannock County 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield VS. Pocatello Health S~rvices, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code User 
12/6/2010 CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
12/8/2010 CONT NICOLE 
CAMILLE 
12/9/2010 CINDYBF 
CINDYBF 
CINDYBF 
12/17/2010 CAMILLE 
112112011 HRVC NICOLE 
Judge 
Motion to strike portions of the affidavit s of Hugh Robert C Naftz 
Selznick, MD Suzanne Frederick and Sidney 
Gerber; aty Keely Duke for def 
Memorandum in Opposition to plntfs Motion to Robert C Naftz 
continue hearing on summary Judgment or in the 
Alternative Additional time to supplement the 
record: aty Keely Duke for def 
Motion to Shorten Time Regarding Motin to Strike Robert C Naftz 
Portions of the Affidavits of Hugh Selznick, MD 
Suzanne Frederick and Sidney Gerber; aty 
Keely Duke for def 
Notice of Hearing regarding motion to strike Robert C Naftz 
portions of the affidavit s of Hug Selznick, MD 
Suzann Frederick and Sidney Gerber: aty 
KeelyDuke for def 
Memorandum in Opposition t oplntf to plntfs Robert C Naftz 
motion to strike the affidavit of Dr. Coffman; aty 
Keely Duke for def 
Reply Memorandum in support of def pocatello Robert C Naftz 
Health services, I nc DBA Pocatello care and 
rehabiliation centers motion for summary 
judgment. aty Keely Duke for Def 
Memorandum in support of motion to strike 
portions of the affidavit of Hugh Selznick, MD 
Suzanne Frederrick and Sidney Gerber; aty 
Keely Duke 
Continued (Jury Trial 10/25/2011 09:00 AM) 
10-12 days requested; 9 scheduled 
Robert C Naftz 
Robert C Naftz 
Order granting stipulation to amend scheduling Robert C Naftz 
order; sl Judge Naftz 11-22-2010 
Reply Memorandum in Support of Plaintiffs Robert C Naftz 
Motion to Continue Hearing on Summary 
Judgment or in the Alternative Additional Time to 
Supplement the Record- by PA Larsen. 
Reply Memorandum in Support of Plaintiffs Robert C Naftz 
Motion to Strike the Affidavit of Dr. Coffman- by 
PA Larsen. 
Memorandum in Opposition to Defendant's Robert C Naftz 
Motion to Strike Portions of the Affidavits of Hugh 
Selznick, MD, Suzanne Frederick and Sidney 
Gerber- by PA Larsen. 
Notice of service - Plaintiffs Second set of Robert C Naftz 
Discovery to Defendant: aty Javier Gabiola for 
plntf 
Hearing result for Motion held on 12/13/2010 Robert C Naftz 
01 :30 PM: Hearing Vacated Motion to Continue 
Hearing on Summary Judgment; withdrawn by 
Plaintiff 
uale: OIlLILun 
Time: 09:36 AM 
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:SIXth JiUUClcU District Court - Bannock County 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code User 
1/21/2011 DCHH NICOLE 
DCHH NICOLE 
CAMILLE 
2/412011 CAMILLE 
CAMILLE 
2/8/2011 HRSC NICOLE 
2/9/2011 CAMILLE 
2/18/2011 CAMILLE 
2/24/2011 STIP DCANO 
2/25/2011 CO NT NICOLE 
CAMILLE 
3/312011 ORDR DCANO 
3/28/2011 INHD BRANDY 
313/2011 HRVC BRANDY 
CAMILLE 
Hearing result for Motion held on 12/13/2010 
01 :30 PM: District Court Hearing Held 
Court Reporter: Stephanie Davis 
Number of Transcript Pages for this hearing 
estimated: less than 100 pages 
Motion to Strike Affidavit of Dr. Coffman 
Judge 
Robert C Naftz 
Hearing result for Motion for Summary Judgment Robert C Naftz 
held on 12/13/201001:30 PM: District Court 
Hearing Held 
Court Reporter: Stephanie Davis 
Number of Transcript Pages for this hearing 
estimated: less than 100 pages 
Defendant's Motion 
Memorandum Decision and Order; Defendants Robert C Naftz 
Motion for Summary Judgment is hereby 
GRANTED: sl Judge Naftz 1-21-2011 
Plaintiffs motion for reconsideration; aty Reed Robert C Naftz 
Larsen for plntf 
Memorandum in support of Plaintiffs Motion for Robert C Naftz 
Recosnsideration; aty Reed Larsen for plntf 
Hearing Scheduled (Motion 02128/2011 01 :30 Robert C Naftz 
PM) Motion for Reconsideration (Plaintiff) 
Notice of hearing; set for plntf motion for Robert C Naftz 
reconsideration on 2-28-2011 @ 1 :30 pm: aty 
Javier Gabiola for plntf 
Pocatello Health services, inc dba Pocatello care Robert C Naftz 
and rehabilitation centers Memorandum in 
opposition to plntfs motion for reconsideration; 
aty Keely Duke for def 
Stipulation to Vacate Hearing on Motion for Robert C Naftz 
Reconsideration; Keely E. Duke, Atty for Dfdts. 
Continued (Motion 03/28/2011 01 :45 PM) Robert C Naftz 
Motion for Reconsideration (Plaintiff) per stipulatin 
Reply Memorandum in support of plaintiffs motion Robert C Naftz 
for reconsideration; aty Reed Larsen 
Order Granting Stipulation to Vacate Hearing on Robert C Naftz 
Plaintiffs Motion for Reconsideration; Javier L. 
Gabiola, Atty for Plntfs. 
Hearing result for Motion held on 03/28/2011 Robert C Naftz 
01:45 PM: Interim Hearing Held Motion for 
Reconsideration (Plaintiff) 
Hearing result for Jury Trial held on 10/25/2011 Robert C Naftz 
09:00 AM: Hearing Vacated 10-12 days 
requested; 9 scheduled 
Memorandum Decision and Order; Plaintiffs 
Motion for rexonsideration is hereby DENIED; 
court will prepare judgment: sl Judge Naftz 
Robert C Naftz 
Date: 8/12/2011 
Time: 09:36 AM 
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.. "1icial District Court - Bannock County 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield VS. Pocatello Health Services, Inc. 
Date 
5/3/2011 
5/12/2011 
5/17/2011 
5/18/2011 
5/19/2011 
5/24/2011 
5/25/2011 
5/26/2011 
Code 
JDMT 
CSTS 
APSC 
NOTC 
MISC 
HRSC 
CSTS 
MISC 
User 
CAMILLE 
CAMILLE 
NOELIA 
DCANO 
DCANO 
DCANO 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
CAMILLE 
NICOLE 
NICOLE 
DCANO 
CAMILLE 
CAMILLE 
CAMILLE 
Judgment; court DENIED the plntf Motion for 
reconsideration, court is hereby ordered and 
adjudged that all of the plntfs claims against the 
def in this matter are dismissed withprej: sl 
Judge Naftz 5-3-2011 
Case Status Changed: Closed 
Judge 
Robert C Naftz 
Robert C Naftz 
Filing: L4 - Appeal, Civil appeal or cross-appeal to Robert C Naftz 
Supreme Court Paid by: Larsen, Reed W 
(attorney for Nield, Judy) Receipt number: 
0016659 Dated: 5/12/2011 Amount: $101.00 
(Check) For: Nield, Judy (plaintiff) 
Appealed To The Supreme Court Robert C Naftz 
Notice of Appeal: Javier L. Gabiola, Atty for Robert C Naftz 
Plaintiff 
Received Check #27668 for $101.00 filing fee on Robert C Naftz 
Appeal and Check # 27669 for $100.00 for 
Deposit of Clerk's Record. 
Pocatello Health Services, Inc. dba Pocatello care Robert C Naftz 
and rehabilitation centers motion for costs; aty 
Keely Duke for Def. 
Pocatello Health services, Inc dba Pocatello care Robert C Naftz 
and rehailitation centers verified Memorandum of 
costs; aty Keely Duke for def 
Affidavit of ocunsel in support of Memorandum for Robert C Naftz 
fees and costs; aty Keely Duke for def 
Pocatello Health services, Inc's Memorandum in Robert C Naftz 
support of Motion to amend Judgment; aty Keely 
Duke for def 
Pocatello Health services, Inc's Motion to Amend Robert C Naftz 
Judgment; aty Keely Duke 
Hearing Scheduled (Motion 06113/2011 02:00 Robert C Naftz 
PM) Motion for Costs 
Motion to Amend Judgment 
Case Status Changed: Closed pending clerk 
action 
Robert C Naftz 
CLERK'S CERTIFICATE OF APPEAL: Signed Robert C Naftz 
and Mailed to Counsel and SC on 5-24-11. 
Notice of hearing; aty Keely Duke for def Robert C Naftz 
Defendant Pocatello Health services, Inc's Robert C Naftz 
requests for additions to the clerks record; aty 
Keely Duke 
Plaintiffs Memorandum i n Opposition to Def Robert C Naftz 
Pocatello Health services, Inc. dba Pocatello care 
and rehabilitation centers motion to amend 
judgment and motion for costs; aty Reed larsen 
Date: 8/12/2011 " ,dicial District Court· Bannock User: DCANO 
Time: 09:36 AM ROAReport 
Page 9 of 10 Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code User Judge 
5/27/2011 CAMILLE Affidavit of Javier Gabiola in support of plaintiffs Robert C Naftz 
Memorandum in opposition to defs pocatello 
health services, Inc dba pocatello care and 
rehabilitation centers motion to amend judgment 
and motion for costs; aty Reed larsen 
6/2/2011 MISC DCANO IDAHO SUPREME COURT; Notice of Appeal Robert C Naftz 
received in SC on 5-26-11. Docket Number # 
38823-2011. Clerk's Record and Reporter's 
Transcripts must be filed in SC on 8-3-11. 
(6-30-11 5 weeks prior). The following Transcritps 
to be lodged: Motion for Summary Judgment 
12-13-10 and Reconsideration 3-28-11. 
DCANO IDAHO SUPREME COURT; Clerk's Certificate Robert C Naftz 
filed with SC. Examine Title of Cert. if any 
corrections contact Dist. Clerk. Title in the Cert. 
must appear on all documents filed with SC. 
6/9/2011 DCANO Pocatello Health Services, Inc. dba Pocatello Robert C Naftz 
Care and Rehabilitation Center's Reply 
Memorandum in Support of Motion for Costs; 
Keely E. Duke, Atty for Defendants. 
DCANO Defendant Pocatello Health Services, Inc.'s Robert C Naftz 
Second Request for Additions to the Clerk's 
Record.! Keely E. Duke, Atty for Defendants. 
DCANO Pocatello Health Services, Inc. 's Reply Robert C Naftz 
Memorandum in Support of Motion to Amend 
Judgment; Keely E. Duke, Atty for Defendants. 
DCANO Pocatello Health Services, Inc. dba Pocatello Robert C Naftz 
Care and Rehabilitation Center's Amended 
Verified Memorandum of Costs; Keely E. Duke, 
Atty. for Defendants. 
6/10/2011 CAMILLE Affidavit of counsel in support of Pocatello health Robert C Naftz 
services, inc. dba Pocatello care and 
rehabilitation centers reply memorandum in 
support of motion for costs: aty Keely Duke for 
def 
3/16/2011 CAMILLE Plaintiffs request for additions to clerks record; Robert C Naftz 
aty Reed Larsen 
3/17/2011 DCHH NICOLE Hearing result for Motion held on 06/13/2011 Robert C Naftz 
02:00 PM: District Court Hearing Held 
Court Reporter: Stephanie Davis 
Number of Transcript Pages for this hearing 
estimated: less than 100 pages 
Motion for Costs 
Motion to Amend Judgment 
5/2012011 CAMILLE Minute Entry and Order; Plntfs Motion to Amend Robert C Naftz 
Judgment and Motion for costs are DENIED: 
sl Judge Naftz 6-20-2011 
Date: 8:12/2011 
Time: 09:36 AM 
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District Court - Bannock r"_.,._"" 
ROAReport 
Case: CV-2009-0003869-PI Current Judge: Robert C Naftz 
Judy Nield vs. Pocatello Health Services, Inc. 
User: DCANO 
Judy Nield vs. Pocatello Health Services, Inc. 
Date Code User 
7/7/2011 MISC DCANO 
7/26/2011 DCANO 
8/12/2011 MISC DCANO 
Judge 
IDAHO SUPREME COURT; Documents filed in Robert C Naftz 
SC. Defendant Pocatello Helath Serivces, Inco's 
Request for Additions to the Clerk's Record and 
Defendant Poctello Haelth Service, Inco's Second 
Request for Additions to the Clerk's Record. 
REPORTER'S TRANSCRIPTS received in Court Robert C Naftz 
Records on 7-26-11 from Stephanie Davis for the 
following hearings: Dfdts. Motn Summary Judge, 
Motion to Strike, Plntts Motion to Strike and Motn 
to Continue held 12-13-10. Pltnfs. Motion to 
Reconsider held 3-28-11. 
CLERK'S RECORD RECEIVED IN Court Robert C Naftz 
Records on 8-12-11. 
" 
/ 
Date Problem/Need 
PotentiaHor skin 
break down r/t: 
Actual skin 
breakdown r/t 
tlmmobility Incontinence Decreased 
sensation of skin.1;- j 
(DM/CVA etc.) kfJ!{l 
o poor nutrition . Y.'"" 
tl§ Diabetes./Tl'W'()'-I»"I 
o Leg edema 
0 ______ _ 
Manifested by: 
o History of skin tears 
o History of Pressure 
ulc~rs (stage/site) 
o History of stasis 
Ulcer/Non pressure 
wound ____ _ 
o History of bruises 
o Actual skin tears 
o Actual Pressure ulcers 
(stage/site) 
Resident Name 
Ruent Care Plan 
Skin Integrity. Actual or Potc.:.lal 
Resident goal Approach Plan 
Will not have any 
skin breakdown ~ ~~ 
tV' Encoura inde~ndent I 
turning/positioning 
kJ,./Report any skin problems 
~·the charge nurse 
o Surgical wound 
will be healed in 
___ days 
o /Provide activities that 
o Abrasion will be .,.,allow for skin improvement 
healed in J;t' Pressure relieving 
mattress 
hi Provide skin care 
"'- frequently (dally bath. 
shower 2x a week) 
tJ Clean the resident's skin 
___ days f\...... after each episode of 
o Non pressure 
wound will be 
healed in 
-Y J ?nJ()1 incontinence 
,MvwHJnIfJbM ~Iy protective lotion 
• ~ . after showerJpericare 
o vYb.p-r41M_ k' Elevate legs to decrease 
V'-~asis/edema 
o ,g'Y'oat heels as tolerated 
;ci Dietary C0!lsult P~L /It '\ 
protocol. 'f/711J7 '{P1fl{.J 
Reevaluate in 
3 months 
o Pharmacy consult Q mo 
o PT eval to increase 
functional mobility 
o OT eval to increase 
~onal ability . " . 
VDresslngs to area(s) per 
order - re-evaluate/notify 
MD for modifications as 
needed slow healing/non. 
healing/changes in wound 
o MVI per orders 
603 
plements per orderso/ 
Labs per orders 
Resp Reeval Signature 
Disc date 
Nsg q} ~i61 
All 
Nsg 
Act & 
Staff 
Nsg 
Nsg 
Nsg 
CNA 
Nsg 
Nsg 
Nsg 
Diet 
Phar 
PT 
OT 
Nsg 
604 
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type of problem indicated in disgram. 
'" 
.-....... 
\VEEKLY SKI~ ASSESSMENT 
I. Resident 0 has tl.has not edema present Date: I () I ;L ~/o 7 
2. Skin turgOiFirm 0 loose. 0 Push fluids 0 Dehydrated 
3. Does resident have any of the following? 
~: ~~~~k~ ears L j \f>f 
c. Bruises 6\ ~ 
d. Discoloration _. __ -',L._. _______ _ 
[s the resident's skin dry or b a tendency to be dry? yt;v.es 0 N,,~. '" 
\Vhat are we doing for it:,......d"C::l'.Lt.::!l....,.....&!:l2:Zd.6::~4~l..EJ'"1':;:.-.rO 
5. Are resident's lower extremicies getting good circulation? Yes 0 No 
Do they rum blue when resident is sitting up? 0 Yesil No 
j '. ~~ 
~.J.- .,,~4 
6. Are fingernails 0 Long ~hort 0 Clean 0 Dirty.. ... ~~-
Need to be on Podiatrist list OYes~ No ~~ .J~ ~ __ ;/-~ A-iI IV; V.~~· ~~~ 
CNA: g G J COMMENTS: NURS~4.(fJ)!fIU COMMENTS: ____________ _ 
CURR I TREm-IENTS· --".-----:---I----:r------:--,;;;:---:-----:---.uk.~.~ *~~ "u.s* .... u .. **~:JJ?.J ... ~~c:..; 
" 
I. Resident 0 has/ ~as not edema present Date: 
2. Skin turgor ~irm 0 Loose. 0 Push fluids 0 Dehydrated 
1 Do.:m~: ~:;~ on, of~. ~U~fg"~ 
b. Marks t \ ~ ~: ~~~~~~ration ~ 
4. 
j 
"" 
5. 
3~ 
------~ 
I Room i'ojumber 
I l 
612 
PCRC00041 
\YEEKLY SKIN ASSESSlVIENT 
I. Resident D has/J...has not edema present Date: _---<.~_'O__t<--"'_J'--'.L-..L--
2. Skin turgor D Firri Loose. D Push fluids 0 Dehydrated 
3. Does resident have any of the tollowing? 
a. Skin Tears -----J--:-llr-------~: ~~~~s __________________ -!_Il--t:+J-1I-(~~:. :...-~_-~_-~_-~_-~_= 
d. Discoloration --~fz-~----------
4. Is the resident's skin dry or I 
What are we doing for it'? -L:.~-t.A-t;.1...:::r.c:J~=y-~~~04/.~-.! 
5. Are resident's lower extremities gerring good circulation? rt..Yes 0 No 
Do they turn blue when resident is sirring up'? DYes D No 
6. Are fingernails D Long D Short D Clean D Dirty 
Need to be on Podiatrist list DYes D No 
CNA, (j;f.z rIi.' 'lICOMMRm, NURSECa~ COMMENTS: I ;;;t;A 8J!P8 M:t rfI'''' j. 
CURREN REA ENTS:  tfb..d u 0 LJ-.-." ~
.- () , .. '" ~ 
***.****~******.***********.*.**.*****.**.*******.*** • •• **********.-**** •• *****.****** 
.. 
I. Resident D has ~ h~ not edema present 
Skin turgor ~rm 0 Loose. 0 Push fluids 0 Dehydrated 2. 
D"". ""::: ~::~ '"Y o''''vrr 
b. Marks ~ 
c. Bruises J " 
d. Discoloration ~\. 
3. 
4. (s the resident's skin dry or has a tendency to be dry? DYes 0 No 
What are we doing for it? _____________ _ 
5. Are resident's lower extremities getting good circulation? DYes 0 No 
Do they turn blue when resident is sitting up'? DYes 0 No 
6. Are fingernails D Long D Short D Clean 0 Dirty 
Need to be on Podiatrist lisr DYes 0 No 
CNA: __________ COM;\tIENTS: -----------A~:.I4!71::~J::.~"1"'Vr 
NURSE: COM.MENTS: -----------fl.---:-~,.j_-;::-~ 
CURRENT TREATMENTS: -----------------~..!.!:lQ,t;a.""f-~r...r-
i Room Number 
I If/ ] 
613 
4. Is the resident's skin dry or h~ a ten.den,), to be d • ? 
What are 1 dOir :or it? '-
5. di~;itremities getting good circulation? 0 Yes 0 No 
Do they turn blue when resident is sitting up? 0 Yes 0 No 
6. Are fingernails 0 Long 0 Short 0 Clean 0 Dirty 
Need to be on Podiatrist list OYes 0 No 
*.**~.*.**.**.**.******* •• *.* •• ******* ••• * •••• * •• **.** •• *.**.**********.***** •• ****_.* 
\, 
.. 
I. Resident 0 has ¥has not edema .present Date: ---"':'-I-":::-~-\I--:"--A-
2. Skin turgo(O Firm r¥oose. 0 Push fluids 0 Dehydrated 
3. Does resident have any of the following? 
a. Skin Tears ~. 1 
b. Marks :t . J\I 
c. Bruises =\V 
d. Discoloration M 
.:I. 15 the resident's skin dry or has a tende cy to be e D Nf1 
What are we doino for it? '" 
5. Ce ~eiffiL~extremH,t~"'g¥'~t~ti~n~~_ r1g:'POO:,j.d-jC'-il.IJ.c""u4Ia-6t~/lLol...?""'ct(""""'l"'· e""s-'-·o No 
Do they turn blue when resident is sitting up? 0 Yes 11\ ~o 
6. Are fingernails 0 Long ~hort 0 Clean 0 Dirty 
Need to be on Podiatrist lis! OYes ~o 
'f-~~~~~~~ ___ COMwIENTS: _______________________ ~~~ 
'i:::MI..J.l.tJ.llA'\IolltI~-vl.4:..-----:o.,.- C01 1M NTS: --:--"7 ..... -liI'--:-:-r-f---I-;;------.;;. 
I Reside" I Room Number 
141 
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~ - (Yl:.( htJ.Q t1~~. . 
r;:~11~(j~ I;JjJ~\p A (,ud'.Yrj(~·· ('(j) _. 1 .. /1_ 
- -' ~. ~L r k:: (v/) . .f:..Ut ~ 1~ itJfC).IC;O VUO ~ P .ottJvV-' '-t;~~ IfIY1+f .. ~ I '" I.':"). 
WEEKLY SKIN ASSESSMENT d' ".y- f ~~ 
I. Resident D has ~has not edema present Date: __ Cf/4-...::./_Cf",...A..::o_7t--__ 
2. Skin turgor ~rm D Loose. D Push fluids D Dehydrated 
3. Doe~~esi:~~ ~::~ any of the~fO~lligoWing? 
b. Marks 
c. Bruises-----f+--f,4-t.-------
d. Discoloration 
J1)r\ / C-fJ odbo-i ~ I 
4. I Ys tWe residentJ~ skin dry or has a te de cy to be 
What are we doing for it? ---;:,A.J;4IJi.·~~~~~~w-
5. Are resident's lower extremities betting good circulation? DYes D No 
Do they tum blue when resident is sitting up? DYes 0 No 
6. Are fingernails D LOngJ.hort O.CJean D Dirty 
Need to be on Podiatrist~OYes ~o 
I. Resident 0 has ~as not edema present 
2. Skin turgor 0 FirmiLoose. 0 Push fluids D Dehydrated 
Date: q/I 7/61 
3. Does resident have any of the 
a. Skin Tears ---fl--+--\-~-r-----
b. Marks -----It~I--+-*-------F c. Bruises ~---.~~~~-------­
d. Discoloration -~---'-------if1~ 
4. Is the resident's skin dry or s t:ndency to be d ? ~ r{es 0 No 
What arf~ it? • ~ 
5. Affsident's lower eJemities getting good CirCUlation?~. es 0 No 
Do they tum blue when resident is sitting up,? D )'e~ N fabrJa ft1-~ : 
6. Are fingernails 'N, Cong 0 Short D Clean D Dirty ./r'1' _ • 
Need to be 011 ~iatrist list DYes 0 No 
Room Number 
AI 
615 
o An Omnlcsr. Company MEDICATION REGIMEN REVIEW 
DIAGNOSES CONSIDERATIONS 
o Alzheimer's/Dementia o Hyperlipidemia o Hospice/Palliative Care 
o CKD/CRF o Hypertension o Dialysis 
o Depression o Osteoporosis OG-Tube 
'!J Diabetes ')OPain ,,",If o Mads Crushed 
o Heart Failure !jl ~~I.lh-t \ '"' ::J 
r "'~t \(Je..,h W1 ~,o,.J\, 17>\.\. ~""" 
nrr ~/~~\,", NA!~# A 
I I 
~ased upon the inIormation available at the time of the 
, and assuming \he accuracy and compIetaness of such 
lnIormaIion, It is my professional judgemenllhel 81 such time, \he 
resident's medication regimen contalned no new ItnI(IIIIarIIies 
" 
(as cl8lined in SOM Appendix PP §483.1IO (e)). 
," .\ \,A A () r--.. J o See report for any noted Irregularities Pharmacist Signature: C::.Jv()..J~ )Date:~.IR 
'r 
"'f1. Based upon the Informatlon available aI tile time of tile 
r9view, end assuming tile accuracy end compl&leness of such 
Intormalion, It is my professional iudgement tllet at such lime, tile 
resident's medication regimen conlalnad no new 1rre9UfariUes 
(as defined In SOM AppendIx PP§48$.1IO (e)). ("" \\,/1 Ii () 
- o See report tor any noted irregularities Pharmacist Slgnature~ l A· ~ n~ ) Dale: '111 q 11M 
~. ~~ed upon the Information available at the time of the 
evIew, end assuming \he aocuracy end IlOmpleleness of such 
Informalion, It is my proIesstonalluclgernent lheI 81 such lima, the 
resident's medication regimen contalned no new irregularllles 
(as dafinad in SOM Appendix PP 1483.110 (ell. 
C'- f' A Afl ('.... o See report for any noted irregularItieS Pharmacist Signature:), 1 A \ I ~WW J Date: to I~ ITl-::; 
)!1;Based upon the informatiOn available at tile time of the 
favIew, and B8Suming tile accuracy end completeness of such 
Information, ft Is my professional judgsmant th81 at such time, the 
residant's medlcaUon regimen contained no new lrreguIarIIIes 
(as defmed in SOM Appendix PP §483.60 (e)). 
~ (\, II A IJ (""'.. o See report tor any noted irregularities Pharmacist Slgnature~ A '\ j(JId. ~M ) Date: t I J1/d&J. 
ReIIldent: ... .1 !lDB: .. AII8n1lhg PitY.iclan: Allergies: 
.' 
NIELD JUDY For purposes of the foregOing statement the term Irregularity" means an even! or cIrcumstance that IS subslanlli! 
accepted clinical approaches to providing pharmaceutical products and services, or that could reasonably be expo 
ach;BVem8nl of intended or reasonabfy expected outcomes. 
#223538 
ADMIT: 8/25/2007 
DOB:
PLEASE DO NOT THIN FROM CHART DR IS
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o An Omnlcare Company MEDICATION REGIMEN REVIEW 
o Based upon !he information available al1he lime of the 
rBlliew, and assuming !he accuracy and completeness of such 
Information, Ills my professional Judgement that at such time, the: 
rasldenfs medication regimen contaIned no new Irregularities 
(as defined In SOM Appendix PP §483.80 (c». 
PharmacIst SIgnature: Dale: o See report for any noted irregularttles 
o Based upon Ihe Inlormallon available at1he lime of the 
raview, end essuming !he accuracy and completeneas of such 
iniormalion. 11 is my professional judgemenlthat el such lime, the 
resident's medication regimen contained no new irregularities 
(as defined In SOM Appendix PP §483.80 (e)). 
Pharmacist SIgnature: Date: o See report lor any noted irregularttles 
.' 
,0 'Baaed upon ~ ~8tion available aI,1he ume of 'the : 
raview. 'and a86ummg \he iiccuracy 8nd compia1ane86 c/ such 
information. 'Ills my professional judgement that atauch lime. the 
resldenI's medlcallon reglm9n contained no new lmegulartties 
(as delined,InSOM Appendix PP §483.80,(e)). 
" 
Pharmacist Signatura: Data: o Sse reportior any noted irregulariu8s ' 
o Based upDn ths lntormaUon available at1he lime 01 the 
ravlew, end assuming the accurecy and comp1a1ane86 of such 
information, It Is my professional judgement thai at such lime, the 
reeIdenI's medication regimen contained no new irregularities 
(as defined In 80M Appendix PP §483.80 (e)). 
Pharmecist Signature: Date: o Saa raport for eny noted Irregularilles 
o Based upon \he Iniormatkllravailallkt 8t \he ~,o/'tI18 : 
.. 
ravlew. and assumIng.1he accuracy and ccirnpletenliss of sUch ,', 
:1nIormaJIon. II Is my proIesIifonel judgement \hat al such'llme. \he 
.. 
' - .. '. ' 
• 
residant's rnedlcaIIon regimen conteined no:new 1~8rtll8s 
.. 
, (as daflnetlln SOM Appendix PP§483:80 (e)). . ,.; .... 
Pharmacist Signature: Date: o Sea re~ kir any noted Irregulerltles 
o Basad upon the Information available al1he time of \he 
review, and assuming \he accuracy and compleIaness of such 
intormallon. II is my professional judgement thai at such time, the 
resident's medIcaIion regimen contained no new Irregularities 
(as delined In 80M AppendIx PP §483.80 (e». 
Pharmacist Signature: Data: o Sea report for any noted irregularities 
o Based upon \he InIorrnation avallable,et the time of \he 
ravlew. and assuming \he accuracy and completeness of such 
Information. II is my professional Judgement that at such time. 1he 
resldenfs medlcation'reglmen conteined'!lD new ImegularHles 
(es defined In SOM AppendIX PP §483.80 (c») • 
. 
Pharmacist Signature: Date: o See report for any noted irregularities 
o Based upon Ihe information avaUabIe al \he lime of the 
review. and assuming the accuracy and completeness of such 
Intormation, " is my professional judgemantlhet al such lime, lhe 
resldanrs medication regimen contained no new irregutartlles 
(as delined in SOM Appendix PP §483.80 (e)). 
Pharmacist Signalure: Date: o see reporl for any noted irregulerfties 
For purposes of the foregoing statement. the term "Irregularity" mearl$ an event or elfCUmstanee that IS substantIBI/y inconsistent with customary. proper. or 
accepted clinical approaches to providing phermaceullcal products and services. or thai could raasonably be expected /0 impede or Int9lfere with the 
achievement of intended or reasonatiy expet.1ed outcomes, 
PLEASE DO NOT THIN FROM CHART 
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type of problem indicated in diagram 
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N 
NON-PRESSURE ULCER SITE SIIEET 
F"~" site requires a sept/mte sheet 
e (lie site 011 the figure! bOlly: 
LOCATJON:, ______ _ 
Descriptioll 
Size -em x em x em 
Drainage _ i.e., serous, plITli/ellt 
Treatmeltt uTiler: ~ G G":t> " ~t- ~ "-t.f \A. V J 
UJvlf-<"d. \<.-L\\~ 
DATE TIME ONSET LENGTH WIDTH 
DATE 
o\~S (..) \\ \\ 
~ C\ \\ 
r.~ .~ q 
(iJ ':).. 'Jl-.. 
-- -
-
DEPTII 
" .-
DRAINAGE! CULTURE 
AMOUNT YIN 
~Lr-~ 
~""l""'l 
,"",~l 
z) 
ODOR TXCHG 
DATE 
-(".D 
Y\.D 
(V\) 
r..(") 
, 
I 
-~.--
RESlDENTNAME: :) u.d1 'N'l. \6 
ROOM#: ________________________________ __ 
NURSE 
SIGNATURE 
J 
! n :':'~lOl ivll:: ,.", . \'H::,'vViilJ 
a~ 
I ;a~~~ 
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lype of problem indicated in diagram 
o-j 
WEEKLY SKIN ASSESSMENT 
1. R"ld,nl 0 h" ~" nol ,d,m, pm.nl @Date: WS-U6 7 
2. Skin turgor ~Firm 0 Loose. 0 Push fluids 0 Dehydrated ~ 
3. Does resident have any of the following? 
a. Skin Tears ~ ~/ 
b. Marks " ~ __ 
c. Bruises ------\4-l'-r1-I--~..:....----
d. Discoloration --------~-----------
4. Is the resident's skin dry or has a 
What are we doing for it? ---c,..L.:.LO:~.!b:~~:.::::::~aa.~&:::!:~ 
5. Are resident's lower extremities getting good circulat~? Kves 0 No 
Do they turn blue when resident is sitting up? 0 Yes 7\No 
6. Are fingernails D Long «'short D-S~ean D Dirty 
Need to be on Podiatrist list OYesN0 
,/.I*~** * 3 d/ 01 
I. Resident 0 has ?j...has not edema present Date: __ q+--+l-=j~,~A .... Q_·l-+-__ _ 
2. Skin turgor~rm 0 Loose. D Push fluids D Dehydrated 
3. Does resident have any of the following? ; ~;::m ft~ it: 
d. Discoloration ~ ~ --~~-----------------
4. Is the resident's skin dry or has a tendency to 
What are we doing for it? ------b"~~ ....... H ....... '1II7J'4'W 
5. Are resident's lower extremities getting good circulation? ~ es D No g;-
Oo they turn blue when resident is sitting up? 0 Yes~o . 
6. Are fingernails 0 Long M Chort 0 Clean D Dirty 
Need to be on Podi tristfut DYes 0 No 
~~~1-4~~'\-- COMMENTS: 
+F+H'W'F~f!..-I'+-I'o.L-- COMMENTS: 
I Cf1 Jij)ld'nt 
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\YEEKLY SKIS ASSESSLVIEi'iT 
I. Resident D has ~as not edema present Dare: g; 2--U6 7 
Skin turgO~irm a Loose. a Push fluids a Dehydrated 
Does resident have any of the following? 
2. 
3. 
a. Skin Tears ---------I!Hff--.l1\/A----
b. Marks _____ ~~H-I-I.rr~ __ 
c. Bruises ________ --'t'-V=--___ _ 
d. Discoloration 
---------------------
4. 
5. Are resident's lower extremities getting good circulation? DYes D No 
Do they turn blue when resident is sitting up? a Yes D No 
6. Are fingernails D Long D Short a Clean 0 Dirty 
Need to be on Podiatrist list aYes 0 No 
-f--+-Ri ......... ~I'-...,....,,-k.rl:-/ COMMENTS: 
"-'IJ:+-~'.l4.I::L4oI!W¥;..p.~ COMMENTS: 
I. Resident 0 has 0 has not edema present Date: ________ _ 
2. Skin turgor 0 Firm a Loose. D Push fluids D Dehydrated 
3. Does resident have any of the following? 
a. SkinTears _____________ _ 
b. Marks _______________ _ 
c. Bruises--, _____________ _ 
d. Discoloration 
------------------
4. [s the resident's skin dry or has a tendency to be dry? 0 Yes a No 
What are we doing for it? ________________ _ 
5. Are resident's lower extremities getting good circulation? D Yes a No 
Do they turn blue when resident is sitting up~ a Yes 0 No 
6. Are fin~emails D Lon!! 0 Short D Clean 0 Dinv 
Need t; be on Podiatri;[ list DYes 0 No . 
/ 
CNA: ___________ COM:-"IENTS: __________________ _ 
NURSE: COMMENTS. 
CURRENT TREATME:-.iTS: ~---------------
Room Number 
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From 12/01/2007 Thru 12/3112007 
~?FT~I;':tt7!S.-c.;t·;-g>: 
WEEKLY SKIN ASSESSMENT BY WOUND 
NURSE 08/25/2007 
CLEAN STATUS ULCER (L) CALF AND 
FOOT WI NS COVER WI MEPITEL, COVER 
WI ABO SECURE WI KERLEX CHANGE 
DAILY UNTIL RESOLVED 10/13/2007 
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Nurse's Treatm6. ."otes 
Temperature 
type of probltHn indicated In diagram. 
---
~ ~ 
" ... 
'-
Skin turgor 0 firm 0 Loose. 0 Push fluids [j Dehydrated 
J. Does resident have any of the following? 
a. Skin Tears 
-----------------------b. Marks __________________ _ 
c. Bruises 
~----------------------d. Discoloration 
---------------
4. Is the resident's skin dry or has a lendenC)' to be dry? 0 Yes 0 l'io 
What are we doing for it: __________________ _ 
a. 
b. 
c. Bruises 
~-----------------------d. Discoloration 
-----------------------
<I 15 the resident's skin dry or has a tendency to be dry: 0 Yes 0 N.o 
What are we doing for it? ____________________ _ 
5. Are resident's lower extremities gettin!; good circulation? 0 Yes 0 f'.;o 
Do they tum blue when resident is sining up? DYes 0 t'o 
6. Are fingernails 0 Long 0 Short 0 Clean 0 Dirty 
/'ieed to be on Podiatrist list DYes 0 NO 
CNA: :::-________ COMMENTS: ______________________ _ 
NURSE: COMMENTS: 
CURRENT TREA TMENTS: -----------------
I Room Number 
I AI 
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RESIDENT EDUCATION DOCUMENTATION 
YOUlt SIGNATURE BELOW INDICATES YOU HAVE RECEIVED THE EDUCATION INDICATED 
~jt~~~~ 
CONTENTTAuo,:rT: Al.&a~ 
_T~OHTBY: lJ?~:u;etd ·ll2"lAh;.JbJ 
~ESIDENT· -,-J;>J(ORAL ;U~ 
[1 SIONIFICA ,OTHERS ~RJTTEN [.1 OTHER: ________ ---",. ______ _ 
~ ~;;d - l"O/tJ?i
E
tJ7 SIG~v.1S1DENTlj.A¥Jt3riOTtffiRS _1 Afi 
EDUCATIONAL NEED: ___________ _ 
CONTENTTAUGHT: ____________________ _ 
TAUGHT BY: 
[ ] RESIDENT [ ] ORAL 
'[ ] SIGNIFICANT OTHERS [] WRITIEN 
".,J[ 1 OTHER: ________________ _ 
/ SrGNA TURE OF itESIDENTIF AMIL Y IOTHERS DATE 
EOUCATIONAL NEED: ___________ _ 
CONTENTTAUGHT: _____________ _ 
TAUGHT BY: 
[] RESIDENT [] ORAL 
[] SIGNrFICANl OTHERS [] WRITTEN [J OTHER: ____________ _ 
SIGNATURE OF RESIDENTIFAMILY/OTHERS DATE 
EDUCATIONAL NEED: ___________ _ 
CONTENTTAU< iHT: _____________ _ 
TAUGHT BY: 
l] RESIDENT [ ] ORAL 
[] srONIFICAN'1 OTHERS [J WRITTEN 
[J OTHER: _____________ _ 
SIGNATURE Of RESIDENT/FAMILY/OTHERS DATE 
Q/20!l7 
630 
M.R.# ______ _ 
PHYSICIAN: 
LEARNER RESPONSE ~ERBAL COMPREHENSION 
[ ] RETURN DEMONSTRATION 
URESIDENT RECEIVED WRITTEN 
"-MATERIAL 
[] COMMENTS: tLJ.Oa11jj/ 10 dL'..vL 
.,aU,4r" fY'~ 0 (-{ =r I) 
LEARNER RESPONSE 
[ ] VERBAL COMPREHENS(ON 
[ J RETURN DEMONSTRATION [ 1 RESIDENT RECEIVED WRITTEN 
MATERIAL [J COMMENTS: _______ _ 
LEARNER RESPONSE 
[ ] VERBAL COMPREHENSION 
[J RETURN DEMONSTRA TlON 
[ ] RESIDENT RECEIVED WRITTEN 
MATERIAL 
[] COMMENTS: _______ _ 
LEARNER RESPONSE 
[ J VERBAL COMPREHENS ION 
[] RETURN DEMONSTRATION 
[ ] RESIDENT RECEIVED WRITTEN 
MATERIAL 
[] COMMENTS: _______ _ 
The dressing must contact the entire wound surface or its effectiveness will be compromised 
Light to Moderate Exudate· Use 1/8" thick dressing - Moderate to Heavy Exudate - Use 114" dressing 
For use with non-occlusive 
adhesive (Omnifix, Mefix, etc.) 
Untreated wound 
Apply dressing to adhesive 
Fix dressing on wound 
Manufactured for: Retro-Tech, LLC 
PO Box 796937· Dallas, TX 75379 
877-528-8502 • www.rtblue.com 
· 
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For use with Kerlix, Gauze, etc. 
Untreated wourid 
- Set dressing on wound 
Wrap snugly but 
DO NOT compress dressing 
Caution: Federal law restricts this 
device to sale by or on the 
order of a physician V3.2 
RTD Wound c==----) 
Management Protocol Retro--tecli 
The dressing must contact the entire wound surface or 
its effectiveness will be compromised 
The RTD is not a substitute for good general wound care. 
It is designed as an option when a medicated dressing is 
indicated. 
Standard precautions should be used to prevent spread 
of infectious agents when dressing wounds and disposing of 
used dressings. 
Remove surface debris and cleanse the surface. Cut RTD to 
wound size. 
Hold dressing in place using gauze, Kerlix, Omnifix, Mefix, 
other non-occlusive adhesives or medical grade tape. 
Do not use compression wrappings or occlusive adhesives. 
The RTD is pliable enough to cover a flexible joint. 
Leave dressing on a maximum of three days. Remove the 
RTD when it becomes saturated. Soak RTD in saline or water if 
it is difficult to remove. 
Retro-Tech, LLC • PO Box 796937 • Dallas, TX 75379 
877-528-8502 • www.rtblue.com 
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Y3.2 
-:Hi" 
Reuo·Tedt 
Genera/Introduction: 
Retro-Tech, LLC is a medical product company that has developed RTD, a highly effective multi-
medication wound dressing that performs exceptionally well over a broad spectrum of wounds, 
especially those that are infected. 
It is inexpensive. For example if your average wound size is 5x5cm, and the dressing is changed 
every three days, the 4"x4"x lIS" dressing costs about 40 cents per day per wound. 
There are some wounds that will not heal, irrespective of treatment protocols. However, RTD will 
heal most wounds at an accelerated rate with less scarring. Our technology incorporates proven 
medications with a medical grade polyether/polyurethane delivery system, which together, exhibit the 
unsurpassed ability to assist skin and exposed tissue to heal faster, naturally, by preventing and 
aborting infection. 
Five principal product claims are: 
t) To absorb microbe infected wound exudate, eliminating competition for regenerative tissue 
building proteins. This accelerates the healing process. . 
2) The microbes are removed from the wounds surface. The microbes suspended within the 
absorbed fluids are "externally" killed by effective medicines within the structure of the foam 
dressing. The two significant medical achievements of this process are: 
a) The wound remains microbe free, so that the tissue growth process does not have to compete 
with microbes for bodily nutrients; 
b) The microbes are withdrawn from the body and lalled within the disposable foam structure. 
The absorbed microbes cannot survive and become resistant to the medicines in the dressing, 
therefore, microbe susceptibility to the medicines is preserved since the kill zone is outside 
the body into a disposable. external dressing. 
3) This is a high-tech wound dressing that may be applied by non-medical staff without training. 
4) The RTD dressing is a (20:1+) weight absorbing, inert, dry, soft, pliable, wound conforming, 
urethane foam pad dressing impregnated with three anti-microbials. 
5) AU anti-microbials are ionicaUy bonded to the foam matrix, and are therefore oot merely -present. 
One of the aoti-microbials has historically proven anesthetic benefits. 
Indications: 
The RTD dressing is applicable to a broad spectrum of illnesses, ages. and patient conditions. 
Examples reported from front line nurses in product evaluation are: 
Abrasions 
Arterial ulcers 
Benign growths 
Biopsy sites 
Boils 
Brown recluse bites 
Chemical burns (1st and 2nd degree) 
Diabetic ulcers 
Edema blisters 
GI tubes 
Graft sites 
Herpetic blisters 
Infected surgical sites 
Page I of I 
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Infected wound sites 
Necrotizing fascum 
Percutaneous nb resection 
Post surgical flaps 
Pressure nlcers 
Pyoderma gangrenosum 
Radiation burns (lst & 2nd degree) 
Scleroderma 
Skin tears 
Surgical wounds 
Thermal burns (lst & 2nd degree) 
'frauma 
Venous ulcers 
., 
I. Resident 0 has *s not edema present 
Skin turgor ~m 0 Loose. 0 Push fluids CJ Dehydrated ., 
3. Does resident have any of the following? 
a. Skin Tears ---r--P,-,..,,""-------
b. Marks -----t\4-H.lr--------
c. Bruises ~------~~~~-------_T--­d. Discoloration ----r~~~----~~---
4. [s the resident's skin dry or 
\Vhar are we doing for it'.' d~:t...6<ur...1-~q..jrpt.J~~~'--"\..!-
5. Are resident's lower extremities -getting good cit·:uiation? r;;;/Yes 0 No 
Do they tum blue when resident is sitting up'.' 0 yeViNJ" 
6. Are fingernails 0 Long kJ~hort O~J.ean 0 Dirty 
Need to be on Podiatrist i?s'fOYes ~No 
I. Resident 0 has ~has not ~dema present 
2. Skin turgor.tirm 0 I.-oose. 0 Push fluids 0 Dehydrated 
3. Does resident have any of the following~ 
a. Skin Tears -----------~~~'--------b. Marks --------------~~~r_-------
c. Bruises ---:-----------Y-JcH-4-------
d. Discoloration OJ /,.1 
4. Is the resident's skin dry or e ry? tff cr;;;; 
What are we doing for it? r'A"Hr"-""''''''''''''''-''--:--I'f'-=a..a.-=----
,; 
5. Are resident's lower extremities getting good circulat~'.'~Yes 0 No 
Do they tum blue when resident is sitting up'.' 0 Yes X No 
6. Are fingcmaH, 0 Lon'~bon 0 C1"n 0 Din, ~~ 
Need to be on Podiatrist lis(OYeS~0iO 
Rtsidem 
I 
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Room Number 
\VEEKLY SKIN ASSESSlVIEi'iT 
r R"id<m 0 hos Kh" no"dem. ,,,,,"I """" --,~~'-IL---==-;~...IC..7:..... 
2. Skin turgor ~m D Loose. 0 Push fluids 0 Dehydr:lted 
j. Does resident have any of the follo\.ving? 
b. Marks \ ( a. Skin Tears ~~ ~ 
c. Bruises \ 
d. Discoloration __ ...J'--__________ > ~f 
4. [s the residenc's skin dry or has a tendency [0 be dry? ~ ~~~ --. 
What are we doing for it? ___________ _ 
5. Are resident's lower extremities getting good circulation? 0 Yes 0 No 
Do they tum blue when resident is sitting up? 0 Yes 0 No 
6. Are fingernails D Long 0 Short 0 Clean 0 Dirty 
Need to be on Podiatrist list DYes 0 No 
CNA:~-H~~~~~~~ 
NURSE. ?"H~~~~~~"--
CURRE, 
.1t.*~v.yJ.-
I. 
1. 
3. 
a. Skin Tears ___ ..,..... ........ ~ .... ::r_.-=-____ _ 
~: ~~~~s~-=--=--=--=-{:tlM\~~E~======= 
d. Discolor:lcion -----~+-....;_IoI.-~:l..------,,1-tI--
4. [5 the resident's skin dry or 
What are we doing for it'? ...r...,I;P.6.:rili:...l..~~~[lJ..!.;WID.4---
5. Are resident's lower extremities getting good circulation? ~'es 0 No 
Do they tum blue when resident is si tting up? 0 Yes ¢ No .r-
6. Are fingernails 0 Long rdShort 0 Clean 0 Diny 
Need to be on Podiatrist ~Yes ~NO 
±--+tt-Hrt-f-:-::il--::t-1rt<1i-+- COMMENTS: ------------;-~.V\ ~ ·!l7 ..... r COMME]\,TS. (j I-?Z.A- VI r f:d41-~¥I.tI.C~~ Gv F ~ /:).. I ~mbe~ 7a i1? 
I A I 
"----.;' 
Braden Scale - For Predicting Pressure Sore Ris~r:-n~~--,-.--., 
Sftnaorj Completely IImlt.d: Very IImlt.d: Slightly limited: No Imp.lm,e"t: 
Porcapllon Unresponsive (does not Responds only :0 Responds 10 verbal RespondS 10 verbal 
Abmt, te respond moan, Rinch, or grasp) painful sUmuU. Cannot CCIIIITIlIIIdS but cannot commands. Has no 
meaningfully 10 to palntul sllmun c:orrmunicate I alwayS ccrr.municate sensory deficit thai 
pressure·relaled because of diminished discomfort except by I di.comlo~ or need to be would Iimlt ablUty 10 feel 1 dlscomtort level 0( consciousness moaning or i tum.ed. or yoiee pam or ) orsedallon. resUeuneu. OR discom/crt. ~ OR OR Has some .ensory ) Umlted ab.Wty 10 feel Has a sensory Impairmen!. wI"ich .mlls 
pain oYer mosl of body Impairmenllhal aRlit. abIIIly 10 feel pain or 
surtae •. the abfhty 10 feet pain or C1iscamlort in 1 or 2 
discomfort over hall of extremities. 
Moisture Constantly moist: Skin Very moIst: Skin Is Occasionally moist: Rarely moist: 
Degree to which Is kept moist almost otten, bul not always, Skin Is oa:aalonally Skln Is usually CIty; 
.3 
skin is exposed canstanlly by moist linen musl be moist requiring an exira lnen requires changino ~ 10 moisture perspiration, urine, ele. changed a: leasl cnce a Unan Change only at routine inlervals. 5 Damp-ness Is detected shift. approximalely once a every Ime pallent IS day, 
moved or turned. 
ActiVity Bedfast: . Chair fast: Watks occaSionally: Wailea frequently: 
Degree cl Confined to bed. .AbIlIty 10 waUt seve!eIy Walks oc:asionally Wa/lQ outside the roam 
physical actlVlly limited or nonexistent during day, but tor very at least twice a day and 
Cannct bear own Short distances, with or InSide roam alleaSl 
weight and I or mus: be WIthout asslstar.ce. once avery 2 hours 
aSllSled into Chair or Spends majority of each during waking hours. 
wheelChair. shill In bed or chair. 
Mobility Completely Immobile: Very limited: SlIlJIItly limited: No 
AbiUIy to change Does not make even Makes oc::aslonal slight Makes frequenllhougn Makes major and 
and COnlrcl body sUght changes in body changes in body or slignt Changes in body cr frequent changes In 
.posilion or extremity position extremity posillon III:! extremity pcsllicn position without 
wilhoul assistance. unable to make Independently. assistance. 
1-
" .. ~ frequent Dr significant 
Nutrttlon Very poor: Never ealS Probably Inadequale: Adequate: Eats over ExceUent: 5.al.o; l1".os: 
Usual lood intake a complete meal. Rarely eat$ a complete half of most meats. Eats of ~Jery meal. Never 
pallern Rarely eats more than meal ami generally eals a IOIaI of 4 servings of refuses a meal. 
one third of any food only about half of any proleln (meat dairy Usually eats a IOIaI 01 4 
Jl5 i ot/ered. Eats 2 servings lOOd olfered. Protein pradUClS) each day. or more servings or or less or prole," (me.at intalte includes only 3 OccasicMliy wlII reluse meal and dairy > 
i 
or dairy produC'.s) pe: servings 0( meat cr a meal, bul win uaually prcducts. Occasionally I day. Takes nulds dairy products per day. take .• IUllpiement If eats between meats. I : 
pearly. Does not lake a . Occasionally wm take a ollered. Does nol require I i' 
I I nquld dietary dietary supplement OR supptements. 
"' supplement. OR b on a tube..feedlng or I i OR Receives less than TPN regimen that I I 
Is NPO and I or optimal amount at liqulc! probably meets most or I I 
maintained on Clear diet Dr lube feeding. nutritional needs. --~-liquids or IVs lor more 
'i---than 5 days. Friction and Problem: Requites Pot.nllal problem: No aj:parent problem: f Shaar moderate 10 maximal Moves feebly or Movls In bId and In i assistance In moving. requires minimal chair Independently l Complete lifting WiIIlout BSlIistance, Duong a and has sufficient i sliding againsl sheets Is move skin probably muscle strength to sit \ I Impossible, Frequently slide. 10 some extent up compl.t8ly dunng I slides down in bed or againSl sheets, cr..1ir. move. Malntalna good , I 
chair, requiring frequent restraints, or olher poslUon In bed or chaIr , 
repotsillonlng with devlce$; Mainlains ataIlUm ... , 
maXimal as.slstance. relatively good position 
Spasticity, contraclions, in chair or bed mosl 01 
or agilation leads Ie the time but 
almost ccnslanl lricllan cccasionally .tides 
down. 
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PHYSIC_ .N'S ORDERS I . . OGRESS RECORD 
INSTRUCTIONS: 
L 
......... r-__ N __ ot_e-'p_r_o-'C9_re_s_s_o_f _c_as_e_. _C_01_II..:..p_hc._a_t_io_n_._c_h_an...;9:::.e_in_d.I·_ a.:::.9.,-n_o_si . ...:s._c_o_n_d~. 011 discharge. inslruclio~.':_.~...P~_l}~!_I~ ._. __ . ____ . __ . 
PHYSICIAN'S ORrlERS DATE PROGRESS RECORD 
-;---t-------------------+---t---------------.--.-----.... ------.. -.----
b."7-ki7 
L,,30 
ROUTINE ORDERS FOR PERIPHt:RAll Y INSEKl];Q 
CENTRAL VENOUS CATHETERS (PICCs) 
Please check the appropriate orders. Write additional 
orders as needed. 
1/' 
. ___ Chest x-ray for placement. 
___ Warm pack arm for 24 hours to. prevent mechan· 
ical phlebitis. Set K·pad at 100" 
~Dressing change once every 7 days, or PRN wet, 
soiled, or loose, 
___ Newborns and Pediatrics less than 1 year: 
PICC must be on a continuoJs infusion. 
",/ Flush line using a 10 mL syrhge as follows: 
• Before use: NaCI 5 mL 
• After blood. blood draw, TPN, or lipids: 
NaCl10 mL then Heparin"'· 3 mL. 
• After all else: NaCI 5 mL, then Heparin*" 3 mL 
• When line is not in use, flush with Heparin*· 
3 ml oncel24 hours. 
**Heparin strength: 
~Heparin 100 units/mL. (greater than 3 yrs old) 
I, 
__ Heparin 10 unitslmL Oess tha!} or equal to 3 yrs old) 
....Llab draws per RN only. 
• If no IV is running through thEJ-line, discard 
5 ml, draw labs, and then flush with NaCI10 ml 
and Heparin** 3 mL. 
• If an IV is running through the PICC, stop the 
infusion for 1 minute bel ore drawing the labs. 
• Do lli21 draw coagulatiorl studies or antibiotic 
levels from the PICC. 
..LCalllV Therapy if needed to evaluate the arm 
and/or line, 
• During office hours: 239-1710 
Ilo3o 
. • Aft~r hour;i:,239-1000 10 page nurse on call A<1 ,/... /,/ ! .,", ... ,' f 
; .1' ./t ··~r."'r:,X~,;r.A:./ ,.d/~::: .,/~c.,,;?< A A"f 
Physician Sigr.iature .. ___ ' ___ ..c'_' _________ 1 
Date 
PHYSICIAN'S ORDERS 
Pice PLACEMENT NOTES: 
Insertion of peripherally inserted central catheter (PiCe) 
explained to . JI' ",' <:(/1; • 1-, ·t~- _._ _ __ .. ___ , and 
consent form signed. 
.'l ,1 '. ,~ . ~,., . ... ,,1 _._ .. ,.':;:;;:c;" •. .; , 
(type of catheter) (lumen) 
... ~~~-~~".-'¥:, . 
(gauge;&" lengtll) .-, 
inserted inlo (U:i)~.,..."" .,,." _. _____ vein 
(.-t.:.t:·C:(. ~. oG,. "'J. r: . ... ,: -jI.:.tOl .. t ... ,,' 
. t'l ,. oj : j ;; ,,1 ;('./ ' __ tedmique usmg s en e ;1,·." .- 71,.0 ... _ ... ,I'" 
I' 
;.Wtkfwithout difficulty. Une aspirated blood and irrigated 
easily. Cathet~r hub secured with 
.. i, ",~ ,'... • ,...;/r·...rf"JC~ <} It c'" (} ._-;' ,r',~/ If.. t "i":J)t;.:. ..:::: "~t' J '" .. "' ....... / 
.-:..:~:(-:-'!"".l .. "'.~~ ~: ... 
Transparent semipermeable membrane and pressure 
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Suzanne Frederick, RN-BC, MSN, CWCN 
260 Settlers Creek Trail 
Waco, Texas 76712 
(254) 848-7374 
April 19, 2010 
Javier Gabiola 
Cooper & Larsen 
151 North 3rd Ave. - 2nd Floor 
P.O. Box 4229 
Pocatello, 1083205-4229 
Re: Judy Nield 
Dear Mr. Gabiola , 
The purpose of this report is to provide you my nursing opinions regarding the 
care Judy Nield received from the nursing staff at Pocatello Care and Rehabilitation 
Center. Per your firm's September 10, 2009 letter to me, I was asked to address the 
standard of nursing care for controlling MRSA in long-term care facilities in Idaho; 
whether Pocatello Care and Rehabilitation Center breached that standard of care, and if 
so, how; if Pocatello Care and Rehabilitation Center breached that standard of care, 
how did that breach cause harmlinjury to Judy Nield. This report provides a summary of 
my opinions at this point. All of my opinions and conclusions stated in this report are 
based upon a reasonable nursing probability. I reserve the right to amend and add to 
my opinions upon further review of records. 
Qualifications 
As my attached CV describes, I am a Registered Nurse licensed in the State of 
Texas. I have been practicing as a registered nurse since 1983. I have a Bachelor of 
Science Degree in Nursing from the University of Mary Hardin Baylor and a Master of 
Science Degree in Nursing Administration from the University of Texas at Arlington. I 
1 I ," F 
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am Board Certified in Gerontological Nursing. This is a nationally recognized specialty 
nursing certification administered by The American Nurses Credentialing Center 
(ANCC), a branch of the American Nurses Association (ANA). I am also a Certified 
Wound Care Nurse. I have specialized training in the area of wound care and treatment, 
which includes but is now limited to, infection control. These certifications are a 
validation of knowledge and skill and are recognized across the United States, including 
but not limited to Idaho and the local area around Pocatello Care and Rehabilitation 
Center. 
I have extensive experience in nursing homes and hospitals as a Registered 
Nurse, Nurse Administrator/Supervisor and Nurse Educator. I have provided nursing 
care to numerous patients similar to Mrs. Nield. I have been trained and have 
conducted training regarding the standards of care for controlling MRSA in the nursing 
home and hospital. Since 2003, I have been a Clinical Nursing Instructor at McLennan 
Community College. As a Clinical Nursing Instructor, I~m required to provide hands on 
care as I train and supervise nursing students at the bedside, including but not limited to 
the standards of care for controlling MRSA. I am a Nursing Consultant for the United 
States Department of Justice regarding Nursing Homes. I have familiarized myself with 
the local standard of care for Pocatello Care and Rehabilitation Center and through this 
in addition to my experience, education and training, I am familiar with the nursing 
standards of care applicable in this case. 
Materials Reviewed 
The medical records and information that I have reviewed and relied upon 
include the following: 
1. Medical records and bills from Pocatello Care and Rehabilitation Center; 
2. Medical records and bills from Diagnostic Imaging; 
3. Medical records and bills from Health West Pocatello Clinic; 
4. Medical records and bills from Highland Physical Therapy; 
21 ;" 
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5. Medical records and bills from Intermountain Surgery & Pain Center; 
6. Medical records and bills from Page Family Chiropractic; 
7. Medical records and bills from Pocatello Radiology Associates; 
8. Medical records and bills from Pocatello Ortho & Sports Clinic; 
9. Medical records from Portneuf Medical Center; 
10. Medical records and bills from Quest Diagnostics; 
11. Medical records and bills from West Chiropractic Clinic; 
12. Prescription receipts; 
13. Medical records from Wound Care & Hyperbarics; 
14. Medical records and bills from Creekside Home Health; 
15.Medical records and bills from Dr. Newhouse; 
16. Medical records and bills from Aspen Ridge Transitional Rehab; 
17. Medical records and bills from Advanced Behavioral Care; 
18. Medical bills from Idaho Prosthetics; 
19. Medical records and bills from Intermountain Medical Center; 
20. Medical records and bills from Salt Lake Regional Hospital; 
21. Medical records and bills from Bannock County Ambulance; 
22. Medical records and bills from Dr. Nathan Momberger; 
23. Medical records and bills from Norco; 
24. Medical records and bills from Gold Cross Ambulance; 
25. Medical records and bills from Pocatello Family Medicine; 
26. Medical bills from Utah imaging; 
27. Medical bills from Pocatello Radiology Associates; 
28. Medical bills from University Health; 
29. Medical records from Rocky Mountain Artificial Limb and Brace; 
30. Walgreens; 
31. Medical records from Idaho Physician Clinic; 
32. Photographs of Judy Nield's wounds from Creekside Home Health and 
Wound Care & Hyperbarics; 
33. Medical records from Promise Hospital; 
34. Idaho Department of Health & Welfare surveys and correspondence 
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pertaining to Pocatello Care and Rehabilitation Center (January 24,2008 
survey); 
35. Medical records and bills from Maag Prescriptions; 
36. Medical records and bills from Bingham Memorial Hospital; 
37. Medical records and bills from Radiology Physicians of Idaho; 
38. Medical records and bills from Draper Rehabilitation & Care Center; 
39. Medical records from Access Home Health; 
40. Report of Dr. Hugh Selznick dated September 17, 2009; 
41. Report of Dr. Hugh Selznick dated November 25, 2009; 
42. Report and CV of Sid Gerber; 
43. Verified Complaint and Demand for Jury Trial; 
Additional material that I have reviewed includes the following: 
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1. Federal Nursing Home Regulations (42 CFR, Part 483); 
2. The Long Term Care Survey Interpretive Guidelines for Surveyors, published 
by American Health Care Association. 
3. Idaho Statutes Title 39, Chapter 13 (Hospital Licenses and Inspections); 
4. Idaho Statutes Title 54, Chapter 14 (Nurses); 
5. Idaho Nursing Home Regulations; 
6. Guideline for Control of Methicillin-Resistant Staphylococcus aureus (MRSA) 
In Long Term Care Facilities. Maryland Department of Health and Mental 
Hygiene; 
7. CDC Morbidity and Mortality Weekly Report Guideline for Hand Hygiene in 
Health-Care Settings, Recommendations of the Healthcare Infection Control 
Practices Advisory Committee and the HICPAC/SHEAlAPIC/IDSA Hand 
Hygiene Task Force October 25,20021 Vol. 511 No. RR-16. 
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Standard of Care 
The standard of care applicable to Pocatello Care and Rehabilitation Center 
during Judy Nield's residency from August 25, 2007 to December 3, .2007 is reflected in 
the Idaho State Nursing Home Regulations and the Federal Nursing Home Regulations. 
The standard of care required Pocatello Care and Rehabilitation Center's Director of 
Nursing and nursing staff to be familiar with and to adhere to the state and federal 
regulations for nursing homes. The Director of Nursing, as well as Pocatello Care and 
Rehabilitation Center's Administrator, as representatives of Pocatello Care and 
Rehabilitation Center's owners and managers, had a duty to properly train and 
supervise the nursing staff in the implementation of the state and federal regulations. 
This included, but was not limited to, the requirements for Infection Control. 
The standard of care applicable to the Director of Nursing and nursing staff at 
Pocatello Care and Rehabilitation Center during Judy Nield's residency from August 25, 
2007 to December 3, 2007 required the following: 
51 
1. Infection Control -
a. The facility must establish and maintain an infection control program 
designed to provide a safe, sanitary,~nd comfortable environment and 
to help prevent the development and transmission of disease and 
infection; 
b. The facility's infection control program must include the development 
and enforcement of policies, procedures, and practices which promote 
consistent adherence to evidence-based infection control practices; 
c. The infection control program must also include investigating, 
controlling and preventing infections in the facility. When the infection 
control program determines that a resident needs isolation to prevent 
the spread of infection, the facility must isolate the resident. Isolation 
refers to the practices employed to reduce the spread of an infectious 
agent and/or minimize the transmission of infection; 
d. The facility must prevent and control outbreaks and cross-
contamination using transmission-based precautions in addition to 
standard precautions. The term standard precautions refers to infection 
prevention practices that apply to all residents, regardless of suspected 
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or confirmed diagnosis or presumed infection status. Standard 
precautions includes the practice of isolating all body substances such 
as blood, urine, and feces. The term transmission-based precautions 
refers to the actions (precautions) implemented, in addition to standard 
precautions, that are based upon the means of transmission (airborne, 
contact, and droplet) in order to prevent or control infections; 
e. The facility must implement hand hygiene (hand washing) practices 
consistent with accepted standards of practice, to reduce the spread of 
infections and prevent cross-contamination. The facility must require 
staff to wash their hands after each direct resident contact for which 
hand washing is indicated by accepted professional practice; 
f. The facility's Administrator and Director of Nursing must ensure that 
the infection control program has proper oversight including planning, 
organizing, implementing, operating, monitoring, and maintaining all of 
the elements of the program and ensuring that the faciiity's 
interdisciplinary team is involved in infection prevention and control; 
g. The facility must provide proper education, including training in 
infection prevention and control practices, to ensure compliance with 
facility requirements as well as State and Federal regulations. 
(See Federal Nursing Home Regulations (42 CFR 483.65 Infection Control, 
F441 as well as The Long Term Care Survey Interpretive Guidelines for 
Surveyors F441. Also refer to the Idaho Statutes Title 39, Chapter 13 Hospital 
Licenses and Inspections and Idaho Nursing Home Regulations. This 
standard of care is supported by Guideline for Control of Methicillin-Resistant 
Staphylococcus aureus (MRSA) In Long Term Care Facilities. Maryland 
Department of Health and Mental Hygiene and the CDC Morbidity and 
Mortality Weekly Report Guideline for Hand Hygiene in Health-Care Settings, 
Recommendations of the Healthcare Infection Control Practices. It should be 
noted that these references were readily available to the nursing staff and 
administrative staff of Pocatello Nursing and Rehabilitation Center at and 
before the time of Judy Nield's residency in 2007. ) 
2. Staffing - The standard of care required Pocatello Nursing and Rehabilitation 
Center to provide sufficient staff to meet the needs of the residents. The 
facility was required to provide services by sufficient numbers of personnel on . 
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a twenty-four hour basis to provide nursing care to meet the needs of all 
residents, including but not limited to Judy Nield. Sufficient staffing includes 
providing sufficiently hired, trained and supervised staff in order to meet the 
needs of each resident in a manner and in an environment which promotes 
each resident's physical, mental and psychosocial well-being, and thereby 
enhancing their quality of life. The ability to meet the requirements of the 
resident determines the sufficiency of nurse staffing. Adequate training and 
supervision are necessary to insure staff competency. 
(See Federal Nursing Home Regulations 42 CFR 483.30 Nursing Services, 
as well as The Long Term Care Survey Interpretive Guidelines for Surveyors. 
Also refer to the Idaho Statutes Title 39, Chapter 13 Hospital Licenses and 
Inspections and Idaho Nursing Home Regulations). 
3. Documentation - The standard of care required that Pocatello Nursing and 
Rehabilitation Center maintain clinical records on each resident in accordance 
with accepted professional standards and practices that are complete and 
accurately documented (42 CFR 483.75 and 28 PA Code Section 201 - 215, 
Long Term Care Facilities 201.2 and 211.5). Accurate and complete 
documentation is a key aspect of quality of care and an important 
communication tool. The health care team relies on the written record for 
assessing a resident's response to the plan of care. If records are incomplete, 
or inaccurate and therefore misleading, resident outcomes will be affected 
and this puts residents at risk for injury. 
(See See Federal Nursing Home Regulations 42 CFR 483.75 Clinical 
Records, as well as The Long Term Care Survey Interpretive Guidelines for 
Surveyors. Also refer to the Idaho Statutes Title 39, Chapter 13 Hospital 
Licenses and Inspections and Idaho Nursing Home Regulations). 
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4. Assessment & Care Planning -_A basic nursing standard of care and 
nationally accepted nursing practice standard required the nurses at Pocatello 
Nursing and Rehabilitation Center to adhere to the nursing process. The 
nursing process includes assessment, nursing diagnosis or identifying 
probtems and risks, 'care planning, implementing the care plan and 
evaluation. This meantthat the nurses should have adequately and routinely 
assessed Judy Nield. This required the nurses to be knowledgeable in 
assessment as the first step in preventing and/or treating infections. From 
these assessments, the nurses should have properly and timely identified her 
problems and risks. 
The applicable nursing standard of care required that the nursing staff provide 
an individualized written plan of care for Judy Nield. The care plan should be 
based on the assessment of Mrs. Nield. The care plan must include pertinent 
nursing diagnoses which address the patient's actual and potential problems. 
A specific, time limited goal must be made for each problem or potential 
problem addressed. Applicable nursing interventions should be listed on the 
care plan which would address the problems of that individual patient. The 
Registered Nurse must coordinate and evaluate the care plan on a routine 
basis, but particularly when the patient's condition changes, to determine if 
the interventions are effective and the goals are being met. The care plan is 
paramount to meeting the needs of a resident and is key to the quality of care 
provided. It should be a working, fluid document that is kept up to date and 
reflects her current condition. 
(See Federal Nursing home Regulations 42 CFR 483.20; 483.25 and 483.15 
Assessment; Care Planning as well as The Long Term Care Survey 
Interpretive Guidelines for Surveyors. Also refer to the Idaho Statutes Title 39, 
Chapter 13 (Hospital Licenses and Inspections and Idaho Nursing Home 
Regulations ). 
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Case Facts 
Judy Nield was a resident of Pocatello Nursing and Rehabilitation Center from 
from August 25,2007 to December 3,2007. Just prior to her admission to the facility, 
she was hospitalized at Portneuf Medicateenter from August 21 2007 to August 25, 
2007. According to the hospital records, Mrs. Nield's left leg was swollen and red and 
she reported that she had no feeling in her left leg following a prior left hip replacement 
and subsequent left hip dislocation. She was placed in contact isolation in case she had 
MRSA but the wound culture done at the hospital showed that she had Klebsiella but 
the culture was negative for MRSA. The bacterial Klebsiella was sensitive to Ancef and 
she was treated with IV Ancef in the hospital. The antibiotic was ordered to be 
continued after discharge from the hospital and when she was admitted to the nursing 
home. The plan was for Mrs. Nield to undergo surgery on bilateral hips. 
Upon admission to Pocatello Nursing and Rehabilitation Center on August 25, 
2007, Mrs. Nield's diagnosis included a new diagnosis of insulin dependent diabetes 
mellitus, venous stasis ulcer with cellulitis in left lower leg, left hip dislocation, and right 
hip pain following surgery right hip replacement. The nursing home records reflected 
that she was independent for daily decision making but she required extensive 
assistance for turning and repositioning in bed and bed mobility. She needed two 
people to transfer her in and out of the bed and chair and she was totally dependent in 
transfers and toileting. She experienced severe pain that was described as horrible or 
excruciating at times. She was not able to move her left lower leg and had very 
decreased sensation to the left lower leg. She was fearful of transferring and being hurt. 
Due to her difficulty with transfers, the physical therapist recommended that she be 
transferred with a mechanical lift such as a Hoyer lift. 
The skin records showed that upon admission Mrs. Nield had four wounds on her 
left lower leg and foot, described as left medial area, left shin, left foot and left lateral 
lower leg. The care plan instructed the nursing staff to do daily skin assessments but 
the records only reflect a weekly skin assessment form. Three of the wounds were 
documented as improving and closing. By September 10,2007, the weekly skin 
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assessment showed that the medial left lower leg and left shin wounds were closed. 
The wound on top of the foot was filling in but the left lateral leg wound had yellow 
drainage. September 18, 2007 was the last documentation on the skin sheets, or Non 
Pressure Ulcer Site form. The top of left foot wound was noted to be closing in and 
measured 1 x 1 cm. A second wound was only 0.5 x 0.5 cm. The nurse wrote that the 
application of the protective covering would be monitored. 
On October 8, 2007 the weekly skin assessment simply stated 'wound healing" 
and there was no description documented by the nursing staff. The physician's progress 
note on October 10, 2007 reflected that the physician~did not see the wound but that the 
wound was improving according to the nursing staff. A note on the weekly skin 
assessment dated October 15, 2007 stated that the calf was 5 x 7 healing and beefy red 
but was covered with Mepilex. By October 22, 2007the weekly skin assessment form 
showed that three of the four wounds were closed but the left lateral leg wound had was 
6.5 x 4 cm. Mrs. Nield's antibiotics for the left leg cellulitis ended October 30,2007. 
Mrs. Nield was seen at the Wound Care & Hyperbaric Center on November 9, 
2007. A physician's note on November 20, 2007 showed that a wound culture taken 
November 13, 2007 was positive for MRSA, Klebsiella and pseudomonas. Her wound 
on the 20th was also described as 6 x 8 cm. Two other wounds were documented by the 
wound clinic physician as 3 x 3 cm and 1.5 cm. The Minimum Data Set (MDS) of 
November 18, 2007 reflected that Mrs. Nield was positive for MRSA infection. 
Breaches of the Standard of Care and Causation 
Based on my review of the provided medical records, facility documents and the 
records listed above in this report, and based on my experience, education and training, 
it is my opinion that, to a reasonable degree of nursing certainty, the Director of Nursing 
and nursing staff of Pocatello Nursing and Rehabilitation Center and its owners, 
managers, and agents failed to adhere to applicable standards of care and violated 
state and federal nursing home regulations in addition to facility policies and procedures 
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in their care and treatment of Mrs. Nield thereby increasing the risk of harm, causing 
injury and unnecessary pain and suffering to Mrs. Nield, as well as MRSA infection. 
1. Pocatello Nursing and Rehabilitation Center failed to follow proper 
infection control procedures to prevent Mrs. Nield's MRSA infection. As 
stated above, Mrs. Nield did not have MRSA when she was admitted to 
Pocatello Nursing and Rehabilitation Center on August 25,2007. 
However, the records clearly show that she did develop MRSA while she 
was a resident of Pocatello Nursing and Rehabilitation Center. It is my 
professional nursing opinion that Mrs. Nield's contraction of MRSA was 
caused by substandard nursing practice regarding infection control. 
Pocatello Nursing and Rehabilitation Center was surveyed on January 24, 
2008. During the inspections, surveyors observed nurses during wound 
care that failed to follow professional practice standards and facility 
policies and procedure to prevent infections. The facility was cited (F441 ) 
for failing to ensure residents received proper wound care according to 
accepted standard of practice in order to prevent the possible spread of 
infection. According to the survey documents, nurses repeatedly failed to 
wash their hands at appropriate times during the wound care procedures 
and failed to follow proper precautions, including with a resident that had 
MRSA. A detailed description of the surveyor's observations and the 
nurses' breaches of the standard of care were documented on the CMS 
form 2567, beginning page 81 of 100. These descriptions clearly show 
that the nursing staff violated the standard of care for infection control 
procedures. 
2. The facility failed to enforce their infection control policies and procedures 
and failed to train and supervise the nursing staff regarding the policies 
and procedures. The surveyor's description of the nursing staff's actions 
and breaches of the standard of care demonstrated the facility's failure to 
adequately train and supervise the nursing staff in order to prevent the 
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spread of infection such as MRSA. The nurse's failure to wash hands and 
failure to remove soiled and contaminated gloves prior to touching items 
and equipment showed that the nurse did not understand basic infection 
control principles. The failure to train and supervise and enforce facility 
policies and procedures was a breach of the standard of care by the 
Director of Nursing and Administrator. This is a reflection of a failure to 
provide sufficient staffing to meet the needs of the residents. 
3. The nursing staff failed to properly communicate the condition of Mrs. 
Nield's wounds to her physician and the healthcare team. The nurses 
failed to document Mrs. Nield's wounds completely and accurately. The 
weekly skin assessment form was incomplete and therefore misleading in 
that it did not consistently show the size and description of each of her 
wounds. The non pressure ulcer site sheet was not complete and failed to 
show the progression of her wounds. The nurse's notes and other records 
did not adequately reflect her wound condition. The written record is an 
extremely important part of communication and the failure to maintain a 
complete and accurate record prevents the healthcare team from properly 
evaluating a resident's needs and response to treatment. 
The MRSA infection that Mrs. Nield developed at Pocatello Nursing and 
Rehabilitation Center prevented Mrs. Nield from being able to have her hip surgery. As 
described in Dr. Selznick's two reports, Mrs. Nield suffered extensively as a result of the 
MRSA wound infection that was caused by Pocatello Nursing and Rehabilitation Center. 
The Pocatello Nursing and Rehabilitation Center nurses knew, or should have known, 
when she was admitted to the facility that she was at risk of developing MRSA due to 
the fact that there were residents in the facility with MRSA and Mrs. Nield had open 
wounds. The nurses should have consistently followed proper infection control 
procedures when caring for Mrs. Nield and the other residents to ensure that MRSA 
was not spread from resident to resident. The Director of Nursing and Administrator 
should have been diligent in training and supervising the nursing staff regarding 
12\ 
651 
infection control practices to ensure that MRSA was not spread from resident to 
resident. The substandard practices described by the surveyor reflected a breach of 
basic and ordinary nursing care. Nurses who are knowingly being observed by a state 
surveyor perform at their highest abiiity. It is my nursing opinion, based on many years 
as a nurse administrator and nurse educator, that the fact that the treatment nurse 
performed so poorly in front of the state surveyor showed that the treatment nurse 
lacked the basic and required knowledge of infection control and that it was highly 
probable that the treatment nurse performed wound treatments in this substandard 
manner routinely with other residents in the facility. 
It is my opinion that the Pocatello Nursing and Rehabilitation Center nursing staff, 
as well as the Director of Nursing and Administrator, acted recklessly with regard to 
Mrs. Nield and were indifferenHo her health and well-being. The nursing staff knew that 
their failure to meet the standards of care put Mrs. Nield at extreme risk of harm and 
that their failure to meet these standards would likely cause injuries to Mrs. Nield but 
despite this knowledge, Pocatello Nursing and Rehabilitation Center and its' nursing 
staff still failed to meet the standard of care which caused her to develop MRSA which 
caused her many subsequent injuries and prolonged suffering. I reserve the right to 
amend and add to my opinions upon further review of records. 
Respectfully submitted, 
Suzanne Frederick, RN-BC, MSN, CWCN 
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Suzanne Frederick, RN-BC, MSN, cweN 
260 Settlers Creek Trail 
Waco, Texas 76712 
(254) 848-7374 
June 10,2010 
Javier Gabiola 
Cooper & Larsen 
151 North 3rd Ave. - 2nd Floor 
P.O. Box 4229 
Pocatello, 10 83205-4229 
Re: Judy Nield 
Addendum to April 19, 2010 Report 
Dea r Mr. Gabiola , 
I would like to add to my previous report dated April 19,2010. The records show 
that Mrs. Nield did not have MRSA or Pseudomonas when she entered Pocatello Care 
and Rehabilitation Center. Mrs. Nield was seen at the Wound Care & Hyperbaric 
Center on November 9, 2007. A physician's note on November 20, 2007 showed that a 
wound culture taken November 13, 2007 was positive for MRSA and pseudomonas. 
Pocatello Nursing and Rehabilitation Center failed to follow proper infection 
control procedures to prevent Mrs. Nield's MRSA and pseudomonas infection. As stated 
above, Mrs. Nield did not have MRSA and pseudomonas when she was admitted to 
Pocatello Nursing and Rehabilitation Center on August 25,2007. However, the records 
clearly show that she did develop MRSA and pseudomonas while she was a resident of 
Pocatello Nursing and Rehabilitation Center. It is my professional nursing opinion that 
Mrs. Nield's contraction of MRSA and pseudomonas was caused by substandard 
nursing practice regarding infection control. I continue to reserve the right to amend 
and add to my opinions upon further review of records. 
Respectfully submitted 
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Suzanne Frederick, RN-BC, MSN, CWCN 
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SUZANNE FREDERICK, R.N.-BC, MSN, CWCN 
260 Settlers Creek Trail 
Waco, Texas 76712 
(254) 848-7374 
fax (2S4) 848-7375 
EDUCATION University of Texas at Arlington. Arlington, Texas. 
Master of Nursing Administration. Graduation Date: May 1996. 
University of Mary Hardin Baylor. Belton, Texas. 
Bachelor of Science in Nursing. Graduation Date: May 1983. 
Wound ScoJ:)e Program and Certification 
Wound, Ostomy, Continece Nurses Society: 2007 
LICENSURE Professional nurse Licensure in Texas 
CERTIFICATIONS 
EXPERIENCE 
2003 -
Present 
2003-
2005 
1999-
Present 
1996 -
2004 
Certified Wound Care Nurse, WOCN 
Board Certified Gerontological Nurse 
CCRN - Certified Critical Care Registered Nurse 1987-1994 
ACLS - Advanced Cardiac Life Support - Past Instructor 
PALS - Pediatric Advanced life Support - Past Instructor 
TNCC - Trauma Nursing Core Course 
McLennan Community College 
Ciinicil Nursing Instructor - Teach nursing students in Nursing Home 
and Hospital. 
University of Texas at Arlington 
Clinical Nursing Instructor - Teach Nursing Administration class at Graduate Level 
United States Department of Justice 
Nursing Home Consultant - Investigate nursing homes to determine if standard of care 
is being met. Provide consultation and follow up to assist the facilities in 
making improvements. 
Hillcrest Baptist Medical Center, Waco, Texas (Hospital) 
Nursing Supervisor - Supervise nursing staff on part time basis on all units, work with 
nursing staff in patient care decisions, develop and monitor nursing policy and 
procedures and standards of care, supervise Code Blue Team, Trauma Team member in 
E. R., JCAHO survey preparation, Nursing Education - present inservices on broad range 
of topics for nursing staff including Critical Care Course and Orientation. 
Staff Nume duties hospital wide. 
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1996 -
2003 
1996 -1999 
1990-1996 
1987-1990 
Concurrent 
1988-1990 
1988-1990 
Regls/St. Elizabeth's Centers, Waco, Texas (Nursing Home) 
Subacute P[Ogram plrector/Staff RN -
Served as Director for eight month start-up phase during 1997· 1998 to oversee all 
aspects of operating a subacute unit in Long Term Care facility. Provide nursing 
education to insure nursing competencies. develop poliCies and procedures, standards of 
care and Insure compliance with regulations. Part time as staff RN, assist with nurse 
staffing, patient assessments, MDS and Care Plans. nursing education, supervision and 
new projects. 
Extn Step Home Health, The Wound Care Speclalisls, Waco, Texas - Wound care 
specialty agency, Nursing education. Quality Improvement. patient care and 
administrative duties on part time basis. 
Synergy Healthcare • Provide education through inservices and workshops to nurses in 
Long Term Care, Hospitals. Home Health, etc. 
Hillcrest Baptist Medical Center, Waco, Texas 
Director. Critical Care Nursing & Respiratory Therapy 
Conduct overall management activities and coordination of two Intensive Care Units, one 
Telemetry Unit and Respiratory Care department Including apx. 90 FTE's, patient 
population includes Pediatric through Geriatric; develop and enforce policies, procedures 
and standards of care, supervise orientation and continuing education process of all new 
staff; develop capital and operating budgets 
Hillcrest Baptist Medical Center. Waco Texas 
Coordinator of Nurse Internship Program 
Plan, implement, coordinate and evaluate program; supervise approxtmately twenty new 
graduate nurses in all clinical areas including medical. surgical, emergency, critical care 
and oncology; instruct interns in classroom setting and at bedside in all clinical areas 
Geriatrics 
Medical-Surgical 
Surgical IntenSive Care 
Pediatrics 
Emergency Department 
Cardio-Pulmonary Intensive Care 
Hillcrest Baptist Medical Center, Waco Texas 
Critical Care Nurse Educator 
Conduct orientation program for new associates in critical care units; Co-coordinator of 
hospital wide Staff Development Program - Supervise seventeen unit staff developers in 
orientation and educational programs for indIvidual nursing units; plan and present 
continuing education programs in critical care including annual courses for ICU, CCU and 
ER; Clinical educator for critical care nurses 
McLennan Community College, Waco Texas 
Instructor - Certlfted Nursing As.lata"t Program 
Taught Nursing Assistant Program including clinical and didactic portions; approximately 
80 hour course to prepare students to work in Nursing Homes and Hospitals; Course 
prepared students to seek Certified Nurse Aide status. 
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1986-87 
1983-86 
AFFILIATIONS 
Hilicreal Baptist Medical Center, Waco, Texas 
Assistant Head Nurse/Head Nurse Intensive Care Unit 
Supervise approximately forty associates in an 18-bed trauma, medical-surgical, pediatric 
ICU; establish and maintain effective staffing patterns; develop and implement policies 
and procedures; manage all budgetary aspects of unit 
Hillcrest Baptist Medical Center, Waco, Texas 
Staff Nunse ICU. CCU and ER 
Wound Ostomy and Continence Nurses Society 
National League for Nursing (NL.N) 
American Geriatrics Society 
Texas Geriatrics SOCiety 
Association for the Advancement of Wound Care 
National Gerontological Nursing Association 
American Association of Critical Care Nurses 
Texas Hospital Association 1990-1996 
Texas Organization of Nurse Executives 1990-1996 
The Council On Alcohol & Drug Abuse - Board Member 1999 - 2001 
PUBLICATIONS 
Frederick, S. (2002). Geriatric Pain. In lyre, Patricia (Ed.). Medical Legal Aspects of 
Pain and Suffering. Tucson, PIZ.: Lawyers & Judges. 
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FEE SCHEDULE 
Record Review, Consultation, Written Reports $ 150.00 I hour 
and other time dedicated to a case, i.e., travel time 
Deposition and Trial, including Preparation & Testimony $ 250.00 I hour 
Travel expenses paid by attorney 
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DISTRICT COURT OF THE SIXTH JUDICIAL DISTRICT OF 
THE STATE OF IDAHO, IN AND FOR THE COUNTY OF BANNOCK 
JUDY NIELD, ) 
Plaintiff, ) 
vs. ) Case No. 
POCATELLO HEALTH SERVICES, ) CV-09-3869-PI 
INC., a Nevada corporation ) 
d/b/a POCATELLO CARE AND ) 
REHABILITATION CENTER, and ) 
JOHN DOES I-X acting as ) 
agents and employees of ) 
POCATELLO HEALTH SERVICES, ) 
INC., d/b/a POCATELLO CARE ) 
AND REHABILITATION CENTER ) 
Defendants. ) 
------------------------------) 
ORAL DEPOSITION OF JOYCE A. MAXFIELD 
Taken on November 17, 2010 
REPORTED BY: 
PAUL D. BUCHANAN, RPR, RMR, EXHIBIT 
CSR No.7, and Notary Public G 
I 
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1 APPEARANCES: 
2 
3 For the Plaintiff: JAVIER L. GABIOLA 
4 Cooper & Larsen 
5 Attorneys at Law 
6 151 North Third 
7 Pocatello, Idaho 
8 
9 For the Defendants: KEELY E. DUKE 
10 Hall, Farley 
11 Attorneys at Law 
12 P. O. Box 1271 
13 Boise, Idaho 
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7 Exhibits: 
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9 No. I - Infection Control Policy and 20 
10 Procedures Manual 
11 No.2 - Department of Health and 22 
12 Welfare Survey 1124/08 
13 No.3 - Resident Care Plan, Skin 58 
14 Integrity, Actual or Potential 
15 No.4 - Non-Pressure Ulcer Site Sheets 62 
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BE IT REMEMBERED that on November 17, 2010, 
at the hour of I :00 p.m. the deposition of JOYCE A. 
MAXFIELD, produced as a witness at the instance of the 
plaintiff in the above-entitled action now pending in 
the above-named court, was taken before Paul D. 
Buchanan, CSR #7, and notary public, State of Idaho, 
in the law offices of Cooper & Larsen, 151 North Third 
A venue, Pocatello, Bannock County, Idaho. 
WHEREUPON, the following proceedings were had: 
JOYCE A. MAXFIELD, 
called at the instance of the plaintiff, having been 
first duly sworn, was examined and testified as 
follows: 
EXAMINATION 
BY MR. GABIOLA: 
Q. Ma'am, would you state your full name for 
the record, please? 
A. Yes, I am Joyce Ann Maxfield. 
Q. And, ma'am, for the record my name is Javier 
Gabiola, I am an attorney representing Judy Nield. I 
am going to be asking you questions about Ms. Nield 
Page 4 
and her stay at PCRC. 
I understand from reviewing the medical 
records and other documents tllat have been produced in 
this lawsuit that you did provide or oversaw the 
treatment that she received there; is that correct? 
A. That's correct. 
Q. Have you had your deposition taken before? 
A. No. 
Q. You probably talked to Keely about the rules 
that we have to follow in a deposition and it's 
impoctant for you to make sure you understand my 
question. In ask you a question you don't 
understand, please let me know and I'll rephrase it so 
that you do. 
A. Okay. 
Q. Otherwise I will assume that you understand 
my question and I need you to answer it. 
A. Okay. 
Q. As we were just talking momentarily ago, if 
you need to take a break, please feel free to do so. 
Don't feel like you are chained to your chair. Also 
it's important to answer audibly, verbally to my 
questions. Nods of the head and other body language 
like that don't come across well in the record. Paul 
is here taking everything down so that Keely and I can 
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1 review it and read it at a later time. If I remind 1 
2 you to answer yes or no, if the question calls for it, 2 
3 I am not being rude or trying to be obstructive with 3 
4 you in any way, I am just trying to make sure we have 4 
5 a clean record. 5 
6 Also it's important to let me finish my 6 
7 question before you begin your answer. I can 7 
8 appreciate that you will probably know the answer 8 
9 before I can get the entire question out, but, again, 9 
10 if we can abide by that, that will also make a clean a 10 
11 record as possible. 11 
12 Ma'am, aside from speaking with Ms. Duke, 12 
13 did you review any documents or speak with anybody 13 
14 else in preparation for your deposition today? 14 
15 A. No, I have not. 15 
16 Q. Would you provide me with a summary of your 16 
17 education background? 17 
18 A. I attended - I was born and raised in 18 
19 Kansas so I went to school my elementary years in 19 
20 Kansas, and I bave taken classes in Utab, and that's 20 
21 wbere I got my RN education. I did my LPN bere in 21 
22 Pocatello. I bave been a CNA and EMT and I got 22 
23 right bere in Idaho. 23 
24 Q. Anything else in your educational background 24 
25 that you haven't told me of? 25 
Page 6 
1 A. I had an early childhood development 1 
2 certificate and I got tbat wbile residing in Utab, but 2 
3 it's more of a national certification tbing. 3 
4 Q. Anything else? 4 
5 A. No, I tbink tbat's it. 5 
6 Q. You said you took classes in Utah and 6 
7 received your RN education there. Did you graduate 7 
8 from a university or facility in Utah? 8 
9 A. I went to Salt Lake Community College and I 9 
1 0 was picked up on tbeir RN program there. I did my 1 0 
11 clinicals at the University of Utab at the veteran's 11 
12 and at tbe Primary Cbildren's. And then I did my ER 12 
13 rotation at West Valley Pioneer ER. 13 
14 Q. West Valley Pioneer ER? 14 
15 A. Yes. 15 
1 6 Q. SO that then covers your education and then 16 
1 7 your clinicals and other training in Utah; is that 1 7 
1 8 correct? 1 8 
19 A. Yes. 19 
20 Q. Did you receive your RN license in Utah? 20 
2 1 A. No, I got my license for tbe State of Idabo. 21 
22 Q. Have you been licensed at all in Utah? 22 
23 A. It's a compact state. 23 
24 Q. There is reciprocity, then, between Idaho -- 24 
25 A. Reciprocity. 25 
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Q. And cun'ently you are licensed as an LPN, 
then, in IdalIo? 
A. RN. 
Q. I thought you said LPN --
A. I did go to ISU to get my LPN here in Idaho. 
Q. LPN stands for --
A. Licensed practical nurse. 
Q. Do you need a separate license for that 
aside from your RN license? 
A. Yes; I kind of did a graduated thing; I was 
an EMT and a CNA and I wanted to make sure that I 
the time and money into the nursing, so I took the LPN 
course, and I did that and then I went, okay, I will 
go on and I will do the next level, then. 
Q. SO you have graduated from ISU. then? 
A. Yes, from their applied technology, the LPN 
course. 
Q. You currently hold a license as an RN in 
Idaho; correct? 
A. Yes, I do. 
Q. You are also licensed in Utah tJuuugh that 
license. 
A. Yes. 
Q. Any other states in which you carry a 
license or have been licensed? 
Page 
A. No. 
Q. When did you get your RN license? 
A. I believe my RN was '97. I can cbeck real 
quick. Yes, '97. 
8 
Q. Would you provide me with a summary of your 
employment history from 1997 to present. 
A. Oneida County Hospital, and I worked tbere 
for about 17 years. And then I did do a year in Utab 
at Avalon. It is an an anorexic teenage unit. And I 
did do from, say, August to November of -- is it '96? 
- for Hillcrest, and they bad a J kind of survey 
wbere they bad to bring about compliance to 
their Medicare certification. I worked there witb 
tbem and belped them develop a skin program, 
basically. And we were successful; they did get 
through tbat survey. And tben I went to Pocatello 
Care and Rebab. 
Q. SO the record is clear, too, when I refer to 
PCRC, you understand that means that Pocatello Care 
and Rehab? 
A. I will, yes, I understand tbat. I am 
currently witb PortneufHome Health. 
Q. After your tenure at Oneida County Hospital, 
then you worked at Avalon --
A. Actually I worked at Avalon after Pocatello 
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1 Care and Rehab. And then to my current employment 1 that it can be complete so that the whole care team is 
2 with Portneuf Home Health. 2 now focused and working to support this patient back 
3 Q. SO after Oneida County Hospital, then you 3 with intact skin. 
4 went to work at Hillcrest here in PocatelIo? 4 Q. When you say have a process in place, I am 
5 A. Yes. 5 thinking that part of that process would include 
6 Q. And then after your employment at Hillcrest 6 preventing spread of infections or disease? 
7 you were at PCRC. 7 A. Yes, wounds and infections would definitely 
8 A. Yes. 8 be, educational, those two things together would be 
9 Q. And after PCRC Avalon? 9 very positive for the patient and for the facility. 
10 A. Yes. 10 Q. Education and prevention? 
11 Q. And then after Avalon Portneuf Home Health. 11 A. Yes. 
12 A. Yes. 12 Q. Then after Hillcrest I guess roughly around 
13 Q. What were the circumstances for your leaving 13 November of 2006 you began employment at peRC? 
14 Oneida County Hospital? 14 A. I think I actually started in December. 
15 A. I just wanted fewer hours, a little more 15 Q. Of2006? 
16 flexibility. Health care workers can work a lot of 16 A. Yes. 
17 hours and in these small facilities often if you don't 17 Q. What was your job title when you started in 
18 have enough staff, you get a lot more hours than you 18 2006? 
19 would like. 19 A. Staff developer. 
20 Q. And then you went to Hillcrest Why did you 20 Q. What were your responsibilities as staff 
21 leave Hillcrest? 21 developer? 
22 A. We met our goal of getting them through the 22 A. Staff developer was to help with basic 
23 J-Tag. They wanted help to get their staff ready and 23 orientation, make sure that the staff was aware of 
24 to change and put in place a skin program; just an 24 their, like their Hep B, make sure that they had those 
25 update, update their forms and update their ideology a 25 or help them complete that series. 
Page 10 Page 12 
1 bit. 1 Q. When you say Hep B series, what specifically 
2 Q. SO you were tasked at Hillcrest to get that 2 is that? 
3 facility in compliance so they could be certified for 3 A. There are three injections to get for 
4 Medicare? 4 Hepatitis B. And lots offolks start them, don't 
5 A. That's correct, yes. 5 finish them. 
6 Q. You said J-Tag? 6 Q. SO that was a requirement of the staff at 
7 A. It was an immediate jeopardy, so that's a 7 PCRC to get those inoculations against the Hep B 
8 J-Tag. 8 virus? 
9 Q. The J-Tag, was that issued by the Department 9 A. Yes, checking and to help get them to the 
1 0 of Health and Welfare? 1 0 health department or where they could finish or that 
11 A. Yes, it was their state issued that, their 11 they could start. 
12 state audit issued that. 12 Q. You have mentioned orientation and staff 
13 Q. You said you helped Hillcrest develop a skin 13 awareness regarding the Hep B. What else were you 
14 program. What does that mean, skin program? 14 responsible for as the staff developer at PCRC? 
15 A. Well, you want prevention and education to 15 A. Well, we had CQI meetings where we pulled 
1 6 be your first line of defense with all patients and we 1 6 all of our information together, and those meetings 
17 found in health care the dollar drives health care 17 could be daily, we had daily meetings to start the 
18 wounds and skin problems are very costly. 1 8 out and different departments would give their 
19 So it's on every level, so CNAs, you want 19 reports. 
2 0 them reporting to their charge nurses. You want them 20 Q. CQI stands for continuous quality 
2 1 reporting as they shower people and make those skin 2 1 improvement? 
22 assessments. And you want LPNs reporting and having 22 A. That's correct. 
23 process in place so that you don't leave anything out, 23 Q. You say sometimes there were daily meetings 
24 and so that you also get doctors' orders and from 2 4 and would give reports from different departments? 
2 5 those assessments that a process can be timely and 25 A. Right. So it's possible that if the 
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case load was too large or there was an importance of 1 
other things, someone could be absent from that 2 
meeting and might not be there. But the meeting was 3 
held and conducted and the information was 4 
Q. When you say give reports from 5 
departments -- is that what you said? 6 
A. Right, yes. 7 
Q. From all departments or just some? 8 
A. Dietary would report, housekeeping would 9 
report, nursing; even their maintenance department 10 
occasionally would have things to report of 11 
importance. 12 
Q. Who was on the CQI committee? 13 
A. It was all those department heads, they all 14 
had a role, they had assignments. 15 
Q. Did that also include the administrator? 16 
A. Yes; he was basically the chairman of the 17 
meeting, he conducted those. 18 
Q. And I didn't ask, when you left PCRC, when 19 
was that? 20 
A. It was January, I believe, of '08. 21 
Q. SO between 2006 and 2008, then, was Mr. Glum 22 
the administrator? 23 
A. Yes, that's correct. 24 
Q. Aside from Mr. Glum and you obviously, who 25 
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else sat on the CQI committee? 1 
A. The dietary manager was part of that, the 2 
director of nursing was part of that. 3 
MS. DUKE: And she had mentioned the 4 
department heads earlier, too. 5 
Q. SO we have got the department heads, staff 6 
development, you. 7 
A. Yes. 8 
Q. Mr. Glum, a dietary manager, director of 9 
nursing. Anybody else? 10 
A. I know the housekeeping - even the laundry 11 
person would give reports, yes, for CQI. 12 
Q. Earlier today I took the deposition ofLaRee 13 
Dunn. As I understand it, she wasn't the director of 14 
nursing after August or so of 2007. Is that correct, 15 
to your knowledge? 1 6 
A. That's correct, yes. 17 
Q. Who succeeded her as director of nursing? 18 
A. Marji -- 19 
Q. Brim? 20 
A. Yes. 21 
Q. SO at the time you left PCRC Matji Brim was 22 
the director of nursing? 23 
A. Yes. 24 
Q. Were any notes or minutes kept of the CQI 25 
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meetings? 
A. I am sure that they were and that would be 
with Derrick or we had them forwarded on to where 
could be housed in manual or --
Q. SO either Mr. Glum kept copies of the 
minutes of the meetings --
A. Yes. 
Q. And then at some point it could have been 
housed somewhere else in the facility? 
MS. DUKE: I will object to the extent it 
calls for speculation. 
A. Would you repeat that. 
Q. You said that Mr. Glum kept the minutes or 
any notes from the meetings and they were forwarded on 
to someplace else in the facility or housed somewhere 
else? 
MS. DUKE: Again, speculation. Go ahead. 
A. As departments would use that information to 
apply new programs to their own area or improve their 
own new information, they would get information from 
the reports. 
MS. DUKE: Could I ask her just a quick 
question just to clarifY something for me? 
MR. GABIOLA: Sure. 
MS. DUKE: Mr. Glum testified yesterday that 
Page 16 
the CQI reports from July of2007 and October of 2007 
were the minutes of those meetings. Do you have any 
understanding of that at all? 
THE WITNESS: Yes, they would be used to 
show, I mean are we improving or not improving. You 
use it as a measurement. And they would refer to 
them, we had nine of this and now we have two. 
MS. DUKE: And my question is more basic, 
it's just do you know if these (indicating) were the 
only documents that were generated at -those meetings 
or ifthere were actual minutes taken? That's just my 
question. 
THE WITNESS: On some things, you know, I am 
sure that we signed a roll and if we had a specific 
in-service that was housed inside that meeting, we 
would sign for -- you know, if it would say a safety 
or whatever, the safety meeting roll would be taken 
within that meeting and new information applied to the 
d.eIlartment heads with the expectation that it would be 
then taken to the other staff, be applied, that this 
is where they had the information generated frOID. 
Q. (By Mr. Gabiola.) You said if a roll would 
betaken? 
A. Department heads gathered and safety, if we 
need to meet a requirement, that everyone receive 
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1 training on something, say, fire drills, for instance, 
2 then the roll would be signed within that meeting 
3 specific to the instruction of fire drills or whatever 
4 the in-service was. 
5 Q. I am just trying to understand, when you say 
6 roll, what that means. 
7 A. An attendance sheet. 
8 Q. And then who would keep the attendance 
9 sheets? 
lOA. Well, if it was the assignment of 
11 maintenance, then it would be with their report. And 
12 I do believe that many of those were then forwarded 
1 3 to Derrick and the administrator and then how they 
1 4 were accounted for would be within his discretion. 
15 Q. SO when I say -- tell me if this is 
1 6 accurate, if, for example, there is an issue with 
17 maintenance, they would get this roll sheet indicating 
18 who was in attendance and what was discussed, that 
1 9 department would get a copy of that roll sheet or 
20 document and then Mr. Glum would also have a copy of 
21 
22 
23 
it? 
A. Yes. 
Q. You mentioned one of your duties was 
24 orientation; is that correct? 
2 5 A. A part of it. Each department, again, as a 
Page 18 
1 group of orientee folks would come in, each department 
2 would come and introduce themselves and give a basic 
3 overview of their role in the health care team. 
4 Q. Each department head? 
5 A. Each department. Like LaRee could come and 
6 give her overview as the director of nursing. Laundry 
7 would let them know any particulars that they would 
8 like and introduce themselves. Maintenance would let 
9 them know, identify themselves so they could find them 
10 and know how to requisition repairs or whatever. And 
11 the other part was physical therapy would also come in 
12 and introduce themselves and give some basic 
13 overviews. 
14 Q. And when you talk about orientation, we are 
15 talking about for new employees; correct? 
16 A. New employees, yes. 
17 Q. Were documents given to new employees during 
18 this orientation process? 
19 A. There were some check-offs and --
20 Q. Let me interrupt you just for a moment. 
21 When you say check-offs, what does that mean? 
22 A. It was a list of reqnired or suggested 
23 criteria to meet for the orientee. 
24 Q. SO somewhat of a orientation checklist? 
25 A. Yes. 
Page 19 
1 Q. Was that the same for any employee that 
2 arrived irrespective of what department they were in? 
3 A. That's correct. 
4 Q. And on this orientation list or the 
5 check-off, was the infection control policy manual 
6 something that was also discussed? 
7 A. I'm not so sure that the manual was 
8 discussed but TB tests were discussed and those 
9 were - it was usual that they would try to have the 
10 TB test done at orientation; familiarity with the 
11 building and the hospital, because they were side by 
12 side there, that was part of it. The layout of the 
13 building, handwashing, the toileting facilities for 
14 staff. 
15 Q. And we'll talk more about the Infection 
1 6 Control Policy and Procedure Manual a little later, 
17 but was a copy of that provided to each new employee? 
18 A. An infection control to each employee, no. 
1 9 The manual was based where it could be used as a 
2 0 reference. 
21 MR. GABIOLA: Let's mark this as Exhibit 
22 No. I. 
2 3 (Deposition Exhibit No. 1 marked for 
2 4 identification.) 
25 Q. Ma'am, I am handing you Exhibit No. I, and 
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that was provided to me, my client, from PCRC, and, as 
you can see, the first page is entitled Infection 
Control Policy and Procedure Manual. 
A. Yes, I see. 
Q. And I'll ask you some more questions about 
it later, but as you can see on the first page there 
are signature lines and dates ranging from November I 
through November 21, I believe, 2004. Are any of 
those signatures yours? 
A. No. 
Q. While you were at PCRC did you have a copy 
of this policy? 
A. There was a manual, it was in a three-ring 
binder manual labeled Infection Control. 
Q. Are you saying you didn't have an actual 
copy itself, you referred to this copy in the binder? 
A. In the binder. 
Q. Wasn't PCRC's policy or practice to provide 
a copy of the manual to each employee as they began 
their employment? 
A. Not of the fullness of this (indicating), 
not the size of this; things that pertained to people 
and their work, they gave handouts and whatever, 
each person didn't receive this (indicating) that I 
have before me. 
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Q. Did or did not? 
A. Did not. 
Q. You left PCRC you say January of 2008; is 
that correct? 
A. Yes. 
Q. Do you recall a specific date in January? 
A. No; I could probably eke it down, but - the 
middle of January? I'm sure I could f'md a date for 
you if I had to. 
Q. I might be able to help you out. First, 
were you aware that a survey had been done by the 
Department of Health and Welfare in January of2008? 
A. Yes. 
MR. GABIOLA: Let's mark this, Paul. 
(Deposition Exhibit No.2 marked for 
identification. ) 
Q. Ma'am, I am handing you Exhibit No.2. This 
was a survey that was done January 24 of2008 ofPCRC. 
Just take a minute to look through that and see if 
this is the same survey that you were testifYing 
about. 
(Pause in proceedings.) 
A. I have reviewed it. 
Q. The date ofthe survey is January 24, 2008, 
but it appears on Page 82, the second page of the 
Page 22 
exhibit, there was a surveyor there on January 17 of 
2008. Were you at PCRC on January 17, 2008? 
A. It is very possible. I could check for 
accuracy, but it's very possible. 
Q. And specifically on Page 2 and the following 
pages -- excuse me, it's Page 82 on the exhibit, Page 
83, and Page 84 there is a surveyor discussing 
ResidentNo. 12. On Page 82, the last paragraph, the 
few lines of that it refers to the wound care LN(A); 
do you see that? 
A. Yes. 
Q. Do you know who that would have been? 
A. I'm thinking -- I know that I did take a 
person, a person was shadowing me to see if she wanted 
the job, the wound care job. I am reading this. I 
believe that I recognize this Resident 12. 
MS. DUKE: What's the question that's 
pending? 
MR. GABIOLA: I asked her if she is what 
they refer to in the report as LN(A). 
MS. DUKE: Do you think you are LN(A)? 
A. I very weD could be this person, yes, that 
they are referring to. 
Q. Let's read on Page 82 of the exhibit, "The 
wound care LN(A) introduced the surveyor to the second 
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LN(B). She indicated that LN(B) was orienting to take 
care over the wound care duties in the facility. II 
A. Yes. From what I see, yes, that would be 
me. 
Q. That meaning LN(A)? 
A. Yes, LN. 
Q. And do you recall who LN(B) was? 
A. Who the person was looking at tbe job, I 
don't. I am tbinking ber name might bave been 
or - D-A-W-N, Dawn, something like tbat I don't 
know tbat sbe took the job, but sbe did spend time 
witb me and she was in service to tbe cart and 
supplies. Sbe was asking a lot of questions, sbe bad 
a lot of questions, sbe reviewed a lot of the forms. 
Q. LN(B) did? 
A. Yes. 
Q. Were you fired from PCRC? 
A. No, I wasn't I felt like I had a good 
working relationsbip witb them and I gave notice, 
I gave tbem plenty of notice. I had given notice 
prior to this. 
MS. DUKE: Prior to this being what? 
A. Prior to this survey in front of me, tbis 
report 
Q. Let me be clear, too, the survey is dated, 
Page 24 
we talked about, January 24, 2008. The actual 
surveyor was there, at least according to the report, 
on January 17,2008. When you say you gave notice 
prior to what date? 
A. I bad given them a good two weeks' notice, 
so it probably was around the first working days of 
January that I had given notice. 
Q. And then you left towards the middle part of 
January? 
A. Yes, I am thinking this was the last - I am 
thinking tbe 17th was my last day with Pocatello 
and Rehab. 
Q. If you look again at Exhibit No.2, Page 86, 
the very last page of the exhibit. Do you see there 
is some numbered paragraphs at the top and then 
underneath that, the paragraph starting on I fI8/08, do 
you see that? 
A. And you are wanting me to look at what, tbe 
IllS? 
Q. Yes. 
A. I have got it 
Q. It states that "the administrator and 
regional consultant were informed ofthe surveyor's 
wound care observations the previous day. They were 
asked if they would like the LN to be present during 
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1 the discussion. The regional consultant indicated 1 
2 they would speak with the LN. She also stated that 2 
3 the LN was terminating her employment in the 3 
4 facility." Do you see that? 4 
5 A. Yes. 5 
6 Q. Is that referring to you when it says LN? 6 
7 A. I believe tbat it is referring to me, as 7 
8 closely as I can -- yes. 8 
9 Q. We know that Mr. Glum was the administrator 9 
10 on January 18 of 2008. I don't know who the regional 10 
11 consultant was. Do you recall who that person was? 11 
12 A. No,Idon't. 12 
13 Q. Did you have a discussion with the surveyor, 13 
1 4 Mr. Glum, and the regional consultant? 14 
1 5 A. No, I am trying to recall even -- as the 15 
1 6 information came back, you know, tbey had a meeting in 16 
1 7 our staff meeting room and I believe it was there tbat 1 7 
18 I found out that tbey bad made these observations or 18 
19 whatever, and at the time I told Derrick, I said, 1 9 
2 0 Derrick, I think there may be -- she must have missed 2 0 
21 something because there were the two of us there, and 21 
22 I was the nurse. 22 
23 But this other person was moving back and 23 
24 forth, you know, from the cart and asking questions, 24 
2 5 and she was interested in things and I was trying to 2 5 
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1 show her where supplies were and what things were 1 
2 available to her. 2 
3 And I just think that she has missed 3 
4 something or she has misread somethiug. 4 
5 Q. When you say she, who is she? 5 
6 A. The surveyor, I think the surveyor could 6 
7 have misread the nurse or the action of the nurse. 7 
8 Q. Of LN(B) or you? 8 
9 A. I am thinking that both of us, where she was 9 
10 moving back and forth, she was cOming to and from the 10 
11 cart. I didn't leave the room. And she was asking 11 
12 questions and these rooms are small and so there is 12 
13 now three people with this little person in their 13 
14 wbeelchair and their lift chair in this room and now 14 
15 there are three people there and she is moving in and 15 
16 out and asking questions. 16 
17 Q. You had this discussion with Mr. Glum? 17 
18 A. I just made that statement to him, I just 18 
19 said I think that she could have misread something, 19 
20 because I am having some - this girl shadowing me and 20 
21 she is moving back and forth, you know. And I don't 21 
22 know what other things he may have had to deal with at 22 
23 the time, he didn't elaborate at this time with me at 23 
24 all. And he didn't really say anything too much to 24 
25 that, I just made basically the statement to him, I 25 
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just said I think that she could have misread her 
observation. 
Q. What did Mr. Glum say, if anything? 
A. Well, I think he was just trying to take it 
all in. I mean you could see him thinking, 
processing, whatever. But I don't know what other 
pressing things he may have had to deal with at that 
very same time. But I did make that statement to him, 
but no one was dealing with me or one on one with me 
at that particular time. 
Q. SO were you present during any discussion 
where the surveyor and Mr. Glum and regional 
consultant were discussing the surveyor's 
observations? 
A. I was not present for that. 
Q. Did you speak with the surveyor after 
January 17 of2008? 
A. After that date, no. 
Q. Did you speak with the surveyor -- was it a 
man or woman that was the surveyor? 
A. It was a female that was the surveyor. 
Q. Did you speak with her while she was 
observing you and the other nurse on January 17, 2008? 
A. I don't recall discussing this (indicating) 
with her-
Page 28 
MS. DUKE: This being the survey? 
A. This report of this survey. 
Q. And to clarifY, I was just asking if you 
spoke with her at all, irrespective of what the 
conversation was, did you speak with the surveyor 
while she was observing you and the other nurse on 
January 17, 2008? 
A. I am sure I - as I am sitting here trying 
to have a recall of that day I know that I let her 
know that this person was shadowing me, that she was 
interested in the job. But I didn't elaborate on it 
in any real way. We just went about our business and 
went to the task and tried to just do it in a timely 
manner. We knew we were being surveyed, that was 
a surprise. I knew she was a surveyor, I knew we were 
being surveyed. 
Q. You indicated you were the staff developer 
manager at PCRC. Were you also in charge of wound 
care at PCRC? 
A. I don't know that I am per se in charge of 
wound care. I was one of the nurses that provided 
wound care. 
Q. Why did you give notice that you wanted to 
resign at PCRC? 
A. I had been with them for a year and I had 
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1 taken a good look, you know, and my first objective 1 
2 was I was hoping with the staff developer job that I 2 
3 would have shorter hours, and they had a high resident 3 
4 volume of skilled patients, and it required a lot of 4 
5 hours. And so there were some times, you know, some 5 
6 overtime hours to help them accommodate the staffing. 6 
7 And so J felt like this is really - it's not getting 7 
8 smaller, it's getting bigger, they are growing. 8 
9 And then we did also take, department heads 9 
1 0 would take weekend observation and help kinds of 1 0 
lIon-cali for Saturdays and Sundays, you would have to 11 
12 go in for at least four hours or whatever. 12 
13 So I really wasn't meeting my objective of 13 
14 getting like a nine to five Monday through Friday kind 14 
1 5 of thing, there was still plenty of hours. 1 5 
16 Q. You mentioned working overtime. Was that a 16 
17 consistent occurrence? 1 7 
18 A. It just is with the census, but I do 18 
1 9 remember having plenty of overtime hours just because· 1 9 
2 0 of the census. They were growing and they were 2 0 
2 1 lots of admissions and a lot of discharges and that 2 1 
22 involves time consuming nursing care. 2 2 
23 Q. Did you work overtime weekly? 23 
24 A. In some periods of time I am sure I did get 24 
25 some overtime weekly. 25 
Page 30 
1 Q. Can you give me an estimate as to how many 1 
2 hours you think you worked in a week? 2 
3 A. Oh, boy, and with the on-call weekend kind 3 
4 of coverage that they were trying to do, I am thinking 4 
5 I could get 60 hours in a week in some of those weeks. 5 
6 Q. You said that while you were there at PCRC 6 
7 they had high resident volume; is that correct? 7 
8 A. That's correct. 8 
9 Q. Do you know what the capacity was ofthe 9 
1 0 facility? 1 0 
11 A. I believe - the front part of the building 11 
12 still housed Portneurs rehab -- 12 
1 3 Q. And I want to exclude them, just specific 13 
14 residents to PCRC. 14 
15 A. But the reason I bring it up is with the 15 
1 6 possibility of them then evolving out, they would 1 6 
1 7 increase their licensure capacity to 130. And at that 1 7 
18 time it was I believe 80 would have been maybe the 18 
1 9 licensure or close there. I know that there were 70 1 9 
2 0 residents there at a period of time. 2 0 
21 Q. What was the resident capacity? 21 
22 A. I am trying to think now. I'm thinking that 22 
23 it was like 76 or 80, in that bracket. And they had 23 
2 4 the hopes of them taking on that front part that was 2 4 
2 5 still housed by Portneuf and they would have a 2 5 
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licensure of 130, would be the total capacity then. 
Q. Including PortneufRehab? 
A. Yes. So it was - you know, the strategic 
plan or how it was presented to us, when they would 
leave the building, then it was their goal to have the 
new licensure of the 130. So they are growing and 
they are taking on greater aspirations of more and 
bigger and better, and I was looking more at least 
just the 40-hour week. 
Q. Do you think that PCRC was understaffed 
while you were there? 
MS. DUKE: Objection, foundation and 
speculation. 
A. I was going to say -
Q. I guess to narrow it down, too, as far as 
nurses or other medical care providers providing care 
to the residents, do you think there should have been 
more care providers than there were? 
MS. DUKE: Again, foundation and 
speculation. 
A. Well, my perspective also is from - you 
know, it could be from many different perspectives 
that building. 
Q. Tell me your perspective. 
MS. DUKE: Same objection. 
Page 32 
Q. You can go ahead and answer. 
A. Well, day to day the staffing could change 
requirements, you know. And, again, they are skilled 
patients. Nursing was - there were med nurses and 
there were auxiliary staff, so in my own little world 
I am sure that I was just focused on what I was 
providing. I mean I can see and I am aware of the 
whole facility. But I mean the med nurses were there 
and present and then the wound care was a separate 
nurse for a time, and that's why they were looking at 
hiring a girl to follow me so that that would be 
replaced, I mean we were trying to do a transition so 
that I wasn't just leaving and no help. 
Q. Do you think that there were enough nurses, 
CNAs, you said auxiliary staff, that were providing 
care to the residents there at PCRC while you were 
there? 
MS. DUKE: Foundation and speculation. 
A. Well, I wasn't really in charge of staffing 
but if I needed help, I could call on the CNAs if I 
needed to transfer a person or whatever, all the 
levels were present. And medication nurses were 
there, we all helped in the dining room by 
Q. I should backtrack just a moment. When you 
say you were staff developer, you weren't in charge of 
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1 making sure there was sufficient staff at PCRC? 1 that you were at PCRC? 
2 A. No, I per se wasn't in charge of staffing, 2 A. In the nurses there were - there were 
3 no. 3 always three LPNs on the day shift. I am trying to 
4 Q. Who was responsible for making sure there 4 think how many residents they had for caseload. But 
5 were enough nurses or other care providers to provide 5 that was for the medication administration. 
6 enough care for the residents? 6 And then they were trying to have the wound 
7 A. They had a process where they reported in, 7 care person do the skin and wound, CNAs were 
8 call-ins or whatever, and I believe that went to Tara, 8 to the wound care person, keep those LPNs passing 
9 and she was over scheduling and she then would 9 meds. And you also have a physical therapy department 
10 schedule. 10 there, moving people around and doing their cares and 
11 Q. But Tara wasn't responsible for hiring 11 treatments, too. 
12 people? 12 Q. You say there were three LPNs that took care 
13 A. She interviewed, she interviewed. She was 13 of medication administration? 
14 part of their process of interviewing. But I was 14 A. Wen, again, we are going with the flux of 
15 interviewed by LaRee Dunn, so I was hired by LaRee 15 eensus because it's possible that they could have four 
16 Dunn. 16 of them there; if your census is down, there could be 
17 Q. Was Ms. Dunn, then, in charge of the number 17 three of them there. And at night, there were usually 
18 of nurses and other care staff? 18 two. 
19 A. I'm sure she was, you know, the day-to-day 19 Q. Can you tell me total, irrespective --
20 mechanics of it and I believe that her assistant in 20 A. A total number? 
21 the process of staffing the floor was Tara and she 21 Q. -- a total number irrespective of whether 
22 would call those folks to come in. 22 they were responsible for medication administration or 
23 Q. Aside from scheduling, who did what on 23 wound care, the total nurses and CNAs that were at the 
24 certain days, specifically the number of nurses or 24 facility? 
25 other caregivers at PCRC, who decided the number of 25 A. I would have to kind of sit here and itemize 
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1 that staff? 1 and guess now. I could probably eke it out and give 
2 A. That was decided by the administrative body. 2 you a fairly close number. 
3 Q. By Mr. Glum? 3~-MS. DUKE: rn object to speculation, then. 
4 A. And I believe that he did correlate that 4 Q. Yes, give me your estimate. 
5 with the director of nursing. 5 MS. DUKE: Objection, speculation. 
6 Q. J want to get back, too, I don't know that I 6 A. Wow. And with full time and part time and 
7 have gotten an answer from you, I want your 7 everything, I am thinking they probably had about 20 
8 perspective, do you think there were enough staff at 8 nurses, but there were some of those folks that were 
9 the time you were at PCRC, sufficient enough to 9 working a couple of days a week, some part-time hours, 
1 0 provide quality care to the residents? 1 0 some weekend, I know there was a nurse that worked 
11 MS. DUKE: Same objection, foundation and 11 just weekend. So there were probably about 20. 
1 2 speculation. 12 Q. 20 nurses total? 
1 3 A. What I am having recall with is that we 13 A. Yes, and, again, like I say, I am 
14 always had the CNAs there and of course I am sure 1 4 guesstimating. , 
15 anyone's opinion, in anyone's given opinion they may 15 Q. And then were they then handling specific 
16 have wanted more help that day or whatever, but it may 1 6 areas such as medication, wound care? 
1 7 have been the appropriate help because they were 1 7 A. Yes, they were trying to do that but it is 
1 8 they were not like assisted living, these folks are 1 8 very possible, and I am sure that some of the LPNs 
1 9 trained and, like I said, they did have a process if 1 9 even on the med carts, especially on the weekends, 
2 0 someone called in, they had a process for getting them 2 0 would have to do some of those treatments, because 
2 1 replaced on the floor so you would have people helping 21 it's been a very - you may have someone start out 
22 with baths as well as assisting the patient 2 2 with daily dressing changes or daily treatments, and 
23 Q. How many caregivers, and when I say 2 3 then it will evolve to maybe three times a week, but 
24 caregivers, nurses, CNA, anybody that was providing 24 it makes it very possible that they may have to do a 
2 5 care to a resident, how many were there at the time 2 5 treatment on the weekend. 
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1 Q. How many nurses specifically were assigned 1 to day this week, this team, this nurse. Some of us 
2 to wound care? 2 are more proficient at medication passes than say the 
3 A. Everyone was cross-trained. 3 dressing change or whatever so it's team. 
4 Q. SO all 20 nurses were required to branch 4 Q. I can understand that. But you just stated 
5 over into medication if they were doing wound care and 5 you do have an opinion to whether there were a 
6 vice versa? 6 sufficient number of nurses there at PCRC, so what is 
7 A. Yes. 7 it? 
8 Q. SO 20 nurses, then, again your best 8 MS. DUKE: Same objection. 
9 estimate, how about CNAs, how many CNAs were working 9 A. We were staffed; we were staffed. 
10 at PCRC while you were there? 10 Q. Did you ever voice any complaints as to 
11 MS. DUKE: Objection, vague, overbroad. 11 whether there was sufficient staff to Mr. Glum or the 
12 A. That's even a bigger guess for me. I could 12 director of nursing or any other person in 
13 eke out a number but it would be a guess, because tbe 13 administration? 
14 turnover is more in tbat CNA scope. Some of tbem 14 A. Oh, I think any facility always discusses 
15 students as well; some of them worked evenings, some 15 their turn-over or their call-ins and bow it affected 
16 of them worked part time. I could at best give you a 16 you in your work day, your work area. I think those 
17 guess. 17 are points of discussion. And the point of bringing 
18 Q. Give me your best guess. 18 us together is to quality improve all ofthose things, 
19 MS. DUKE: Objection, calls for speculation. 19 too; all of those would be valuable in bringing them 
20 A. The full time and - I'll say 20 CNAs, but, 20 to the people who can make a difference, letting them 
21 again, I'd have to sit down and write a list and 21 know. If the weekend is bad, I am sure you voice it 
22 figure it out. 22 to, like, whoa, we had too many call-ins, we spent a 
23 Q. Do you think that 20 nurses, as you have 23 lot of time calling people to the floor, you know, or 
24 estimated, working in the facility was a sufficient 24 whatever. But in health care, that happens. 
25 number of nurses to provide quality care to the 25 Q. Would you have liked to see more than 20 
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1 residents at PCRC while you were there? 1 nurses, then, at PCRC? 
2 MS. DUKE: Objection, foundation, 2 MS. DUKE: Objection, foundation, 
3 speculation. 3 speculation. 
4 A. Wow, there are so many variables to tbat. 4 A. Oh, we all have onr idea of what we would 
5 Q. I am just trying to get to your opinion, 5 like ideally. But I believe we know what is realistic 
6 again, I just want to know, do you think 20 was 6 as far as the education provided and we know the 
7 sufficient or not sufficient? 7 dollar drives our health care and that we are trained 
8 MS. DUKE: Same objection. 8 and taught that we will have different case loads. 
9 A. That is really - I mean it would almost be 9 Q. You made that phrase earlier, the dollar 
10 day to day, shift to shift, variables and whatever for 1 0 drives health care. What do you mean by that? 
11 meto- 11 A. Well, there are so many CNAs to a caseload 
12 MS. DUKE: I think the issue is can you 12 of residents, so many LPNs, so many RNs to a caseload. 
13 answer it or not. 13 And it can be for the patients' demand or need or 
14 MR. GABIOLA: I understand your objections. 14 health status, but a lot ofit is based on the payor, 
15 MS. DUKE: If she can't answer it, she can't 15 the payor source to the facility. 
16 answer it. 1 6 And so then they derive - with those two 
17 MR. GABIOLA: I am just asking for her 1 7 things together, they derive a schematic or a plan for 
18 opinion. 1 8 what they would use as their scheduling or staffing 
19 MS. DUKE: She may not have one. 1 9 profile or plan so that everyone at least knows how to 
20 A. I have an opinion but- 20 staff the floor. If you have CNAs and if you have 
21 Q. Let me know what it is. 21 physical therapy aides working together, can we count 
22 MS. DUKE: Speculation, foundation. 2 2 those as aides or are they aU moving the patient 
2 3 A. Man, there were hard working nurses there 23 about. 
24 and great team, great people, but I think to give you 2 4 So from the way we have been trained and the 
25 an accurate answer, I would have to break it down day 2 5 way we are addressed, in the whole health care field, 
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1 they are always talking to us about the payor source 1 
2 and the status of the patient, referring to them 2 
3 together, and that's bow we get. . . 3 
4 Q. A number of the residents were on Medicare; 4 
5 is that fair to say? 5 
6 A. There were a great number of residents on 6 
7 Medicare, yes. 7 
8 Q. And I assume that PCRC also accepted 8 
9 patients that had health care insurance to pay for 9 
10 expenses incurred at the facility. 10 
11 A. Yes. 11 
12 Q. Were you involved in any discussions or 12 
13 decisions being made about budgeting at PCRC? 1 3 
14 A. For budgeting, I tbink it was just 14 
15 emphasized, you know, good common sense, use of 15 
1 6 supplies and work ethics, work processes so tbat we 1 6 
17 didn't squander tbings that could be used, you know. 17 
18 Q. And I can appreciate that. My question, 18 
19 though, is more directed towards who was involved -- 19 
20 A. I was not in budgeting. I did not bave to 20 
21 hand in a budget for nursing or I didn't have to 21 
2 2 in a budget per se. 2 2 
23 Q. Who was responsible for that, Mr. Glum? 23 
24 A. Yes. And I am sure that Marji, our nurse 24 
25 director, she probably had a budget to hand in, but I 25 
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1 didn't. 1 
2 Q. Did you have any discussions with Mr. Glum 2 
3 or Marji Brim as to whether the department you were in 3 
4 was within its budget as allocated by Mr. Glum? 4 
5 A. No, I didn't ask him that, I was more 5 
6 worried about supplies, trying to have standard, like 6 
7 a formulary in our supply, and we had the supplies 7 
8 work with to do our job, so. . . 8 
9 Q. Was there ever discussion within the 9 
10 facility irrespective of department -- not discussion, 10 
11 but any reports or comments made by Mr. Glum as to the 11 
12 facility not meeting any financial obligations? 12 
13 A. No, not with me per se. I do have recall 13 
14 that I did have a couple of CNAs tbat I did go into 14 
15 the supply closet and helped them organize tbat so 15 
1 6 that it could be better used and that we would be - 1 6 
1 7 so we would be better trained, better used, better 1 7 
1 8 process. 1 8 
19 Q. SO you tendered your two-week notice in 19 
20 January of 2008 because you were working more hours 20 
2 1 than you wanted to. 2 1 
2 2 A. Yes, I could see their motivation, rab, rah, 2 2 
23 we are going to grow, and we're bigger and better. 23 
24 And my own personal objective was that I wanted at 24 
25 least just a 40-bour work week, less hours if I could, 25 
Page 43 
but at least a 40-hour work week. And I could see the 
dedication and everything with the transition, this is 
a new group --
MS. DUKE: Joyce, just listen to his 
question and just answer. 
A. Ask me again. 
MS. DUKE: You are getting way off track, a 
lot here, so listen to his question. 
A. Okay. I wanted a 40-hour work week or less 
and I was having plenty of hours with these folks and 
I could see that the possibility of many hours would 
be available. 
Q. SO there was at least a discussion ofPCRC 
taking over PortneufRehab? 
A. Yes, I believe that they had a lease or 
something with that and as it was going to be used up, 
then they would have access to the building. 
Q. At least the goal was, I think as you said 
earlier, to increase, what, the 76 or so residents 
that PCRC had with the capacity that Portneuf Rehab 
had to 130 or so? 
A. I believe it would be that. 
Q. SO your concern was, you were already 
working 60 hours a week, if we have PortneufRehab, if 
we take that over, you are going to be working more 
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hours. 
A. It's possible; it's possible. 
Q. Was there discussion that ifPCRC took over 
the PortneufRehab facility, that there would be any 
additional staff hired? 
MS. DUKE: Objection, speCUlation. 
A. That wasn't discussed. It was just more the 
promotion of we hoped that we will be able to have 
this greater number in our license. 
Q. And that's what I was asking, if you were 
aware of any discussion or were involved in any 
discussion like that. 
A. No, I was not involved in any discussion 
there. 
MS. DUKE: Could we have a two-minute break. 
(Short recess.) 
Q. Ms. Maxfield, let's go back to Exhibit 
No.2, the survey. I think you testified that you did 
recall Resident No. 12, and as the survey indicates, 
this resident had MRSA. 
A. Yes. 
Q. Now, you testified that you had said to Mr. 
Glum that perhaps the surveyor got you mixed up with 
the nurse described as LN(B). 
A. Yes. 
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1 Q. Let's go to Page 83, it's the third page of 
2 the exhibit, the first full paragraph it starts with 
3 LN(A). I think you testified that you were LN(A), so 
4 in that paragraph it states "LN(A) was observed 
5 touching several large binders on top ofthe treatment 
6 cart and paging through them as she explained some of 
7 the paperwork to LN(B)." 
8 A. Yes. 
9 Q. Did you do that? 
10 A. Yes. 
11 Q. What binders were you touching? 
12 A. They would be the resident treatment sheets. 
13 Q. Weekly assessment sheets, would it be that? 
14 A. It would be the weekly assessment and the 
15 treatment sheet showing that that was your 
1 6 page for charting the treatment. 
17 Q. And you showed, then, those documents, the 
18 paperwork to LN(B)? 
19 A. Yes. 
20 Q. It goes on to state "After several minutes 
21 without sanitizing her hands, LN(A) opened the cart, 
22 obtained a clean plastic cup, one package of 2X2 
23 gauze pads and a bottle of Tobramycin solution." Is 
24 that an accurate observation of what you did? 
25 A. Yes. 
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1 Q. And when it says without sanitizing your 
2 hands, then you didn't sanitize or wash your hands; is 
3 that correct? 
4 A. Well, when you are setting up - first, this 
5 is not sterile, this is only clean, aseptic that we 
6 are dealing with, and it's usual we hit our pump, we 
7 cleanse our hands, we don our gloves, and now we 
8 the task at hand on. And it's to create a barrier for 
9 the caregiver as much as it is for protection for the 
10 patient And those - set the cup there, you can grab 
11 a paper 2X2, you can open that into the cup, take your 
12 cup, approach your patient, and begin your task. 
13 Q. But as far as before you began this process 
14 of opening up the cart, you didn't sanitize or wash 
15 your hands? 
16 A. I believe that I did. And I always carry 
17 the sanitizer also in my pocket I always have it 
18 with me. I have it with me now like this 
19 (indicating), this kind, and in our pocket And we 
20 just cleanse that hand. Prep the hand, if you will, 
21 rather than call it handwashing, prep the hand, don 
22 the gloves. You can tear your things open 
23 (indicating). Some of the creams will dispense into 
24 the cup-
25 Q. I understand those, but are you sure, then, 
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1 that -- it states here without sanitizing her hands. 
2 Did you or did you not sanitize your hands before you 
3 opened the cart? 
4 A. I believe I sanitized my hands. I bad a 
5 pump, it was usual to have a Purell pump on a cart 
6 The med nurses have pumps on their carts as well. 
7 Q. Are you sure that you did or you are 
8 guessing whether you did not? 
9 MS. DUKE: Asked and answered, she said she 
10 IS. 
11 A. I believe that I prepped my hands, donned 
12 the gloves. And, like I say, she may have misread the 
13 observation or whatever because there were two of us 
1 4 and the girl was busy coming to me and back to the 
15 cart and asking questions and whatever. 
16 Q. Well, at this point when you were opening 
1 7 the cart, was the observer, the surveyor outside of 
18 the room? 
1 9 A. We were with the surveyor for most of the 
20 observation and she entered the room and she 
2 1 positioned herself with her clipboard. I came in and 
22 I was ready to begin the dressing change and the other 
23 girl followed me in and she was moving about and 
2 4 looking at placement of furniture, patient, and 
2 5 supplies. 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
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Q. So where was LN(B), then, while you were 
opening the cart? Was she standing behind you or 
beside you? 
A. I believe that she was and she was back and 
forth the whole time, and Ijust tried to stay focused 
with my task. But she was there with me. 
Q. She being LN(B). 
A. Yes. 
Q. And when you say she was going back and 
forth, you are saying LN(B) was going back and forth? 
---:1\: Yes, she was. She was someone curious, she 
had questions, she was trying to look at supplies and 
patients and document our forms. 
Q. Would you agree with me that you would want 
to sanitize your hands, as you say, grab the pump with 
the sanitizer in it or the one you carried in your 
pocket before you touched the cart and opened up a 
package of gauze pads? 
A. Yes. 
Q. SO if you didn't do that, that would be a 
violation of the proper protocol you have to follow? 
A. Yes, and again, we are trained, I mean my 
hands, I don't have long nails or anything because 
daily, because we are trained in health care, we prep 
the hand before we start the task, so we prep the 
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1 hand, don the gloves. It's almost a knee jerk 1 you saying it's okay for you to open up the gauze 
2 reaction. And I think you will see nurses even reach 2 package without sanitizing or washing your hands? 
3 up and just do it when they are talking to each other 3 A. For aseptic treatment, for aseptic handling 
4 or people stop them, they will do the handwashing, 4 of material, yes. 
5 almost an obsessive-compulsive kind of. • . 5 Q. What does aseptic means? 
6 Q. And you say you sanitize or wash your hands 6 A. It just means it's clean, it's not sterile; 
7 before you start the task. 7 itjust means that you can touch - you can touch the 
8 A. Yes. 8 outer barriers, you want a barrier. 
9 Q. And that would mean before starting to even 9 Q. Further on down there is a sentence that 
10 opening up the cart? 10 starts, "When she entered the resident's room." 
11 A. You usually will hit the pump, sanitize the 11 Do you see that? 
12 hand (indicating) - 12 A. Let's see -
13 Q. Every time? 13 Q. It's about three lines down. 
14 A. It's our intent to do it every time. 14 MS. DUKE: Right here (indicating). 
15 Q. Can you say that you did do it all the time? 15 A. Okay, we are there. 
16 A. I would say, and I know myself because I am 16 Q. "When she entered the resident's room, she 
17 not resistant to handwashing and I want to be safe, I 17 put on a paper protective gown and pair of clean 
18 would say that's why I have the habit I do, I carry it 18 gloves without first washing her hands." 
19 in my pocket so that I don't get stranded in a 19 Do you see that? 
20 bathroom area without soap or whatever. I would 20 A. Yes. 
21 that every time that I get ready to start a process of 21 Q. Did you do that? 
22 procedure, a treatment, that the first thing you do is 22 A. I am sure I did, and the purpose of even 
23 prep the hand, don tbe gloves. 23 using tbe protective paper gowns at this point in time 
24 Q. There is the next sentence there starts, 24 was for the demonstration for the person following 
25 "She placed these items on the cart, opened the 25 me-
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1 2X2 package and took the gauze pads out of the package 1 Q. The surveyor or LN(B)? 
2 with her bare hand." 2 A. The nurse, the LN(II) person. 
3 A. Like this (indicating), I am thinking, like 3 Q. SO you are sure you put on the paper 
4 this (indicating), like this. If you have it - the 4 protective gown and then did you put on the gloves 
5 paper is around the 2X2 and you can open that 5 without first washing your hands? 
6 (indicating) and away from you, drop it in your cup - 6 A. Again, I am sure tbe hands were prepped. 
7 MS. DUKE: Without having your hands touch 7 It's not handwashing but it's prepped or Purelled 
8 it? 8 or ••. 
9 A. Without having them touch it You can pick 9 Q. All right. Then a few lines down, about 
10 it up, you can pull it away from you, drop it in your 10 three lines down, there is a sentence starting 
11 cup (indicating). 11 "Without removing her contaminated gloves." 
12 Q. SO for the record, too, I want to make sure 12 A. Yes. 
13 this is captured on the record, you just took a piece 13 Q. It starts "Without removing her contaminated 
14 of paper and ripped it in two to demonstrate how you 14 gloves or washing her hands, she opened the 
15 would open up a gauze packet. 15 bedside drawer to look for a plastic wound measuring 
16 A. Right. And you are pulling away 16 guide." 
17 (indicating), you are demonstrating your pull away 17 A. Again, it's aseptic, it's not sterile. 
18 from your body and over the cup. 18 Q. SO that's accurate, then? 
19 Q. SO you are saying that it's okay to open up 19 A. That's accurate. 
20 a gauze package without sanitizing your hands? 20 Q. And then three lines down from there there 
21 MS. DUKE: Objection, that misstates her 21 is a sentence that starts "She picked up the guide and 
22 testimony. 22 placed it on the resident's sink." 
23 A. You can open the gauze package with your 23 A. And it's a plastic guide, it's left in her 
24 hands (indicating). 24 room, it's hers, you know. 
25 Q. I understand that. But my question is are 25 Q. SO you are saying that that's correct, you 
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1 picked up the guide and placed it on the resident's 1 
2 ~~ 2 
3 A. Yes. 3 
4 Q. SO you don't think that would be a violation 4 
5 or deviation from any protocol or procedure on 5 
6 infection control? 6 
7 A. No, it's plastic; it's plastic. It's not on 7 
8 a wound, it's not got exudate, it doesn't have - it's 8 
9 plastic. It's a plastic measuring guide. And we have 9 
10 left this in the patient's room, the little patient 10 
11 themselves I am sure has moved this, because it would 11 
12 be usual, we would leave it in the drawer if it's just 12 
1 3 a plastic guide. 1 3 
1 4 Q. After that sentence, it starts "Then, 14 
15 instead of obtaining a clean guide," do you see that? 15 
16 A. Yes. 16 
1 7 Q. "Then, instead of obtaining a clean guide or 1 7 
1 8 at least sanitizing the one she found, she again 1 8 
19 picked it up with her contaminated gloves and handed 19 
20 it to LN(B) who used it to measure the resident's 20 
21 wound." Did that occur? 21 
22 A. Yes. 22 
23 Q. TIlen we go over to the next page, Page 84. 23 
24 It states "LN(A) with her contaminated gloves still 2 4 
2 5 on, reached into a nylon pouch she had attached around 2 5 
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1 her waist and obtained a large roll of tape." 1 
2 Is that accurate? 2 
3 A. Yes. 3 
4 Q. "She removed a strip of tape then returned 4 
5 the tape roll to her pouch. She picked up the 5 
6 moistened gauze pad and placed it over the resident's 6 
7 wound and secured the gauze with the tape." 7 
8 Is that accurate? 8 
9 A. Yes. 9 
10 Q. "She then obtained a second piece of tape 10 
11 from her pouch and applied it to a loose gauze 11 
12 dressing on the patient's left arm." 12 
13 Is that also accurate? 1 3 
14 A. Yes. 14 
15 Q. Further on, "Without removing the 15 
1 6 contaminated gloves, she reached behind her neck to 1 6 
1 7 untie and remove the gown, then she removed the gloves 1 7 
18 and placed them in the clear trash bag." 18 
1 9 Is that also accurate? 1 9 
20 A. Yes. 20 
21 Q. And then it goes on to Resident No. II. And 21 
22 I guess first off, Resident No. II, obviously 22 
23 different from No. 12, but when the surveyor is 23 
24 talking about wound care LN(A) for Resident No. J I, 24 
25 was that you, also? 25 
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A. Yes. 
Q. The last two lines of that paragraph, you 
see it states "She opened the package." I am sorry, 
it's the bottom paragraph on the page, the last two 
lines. 
A. Okay. 
Q. "She opened the package of2X2 gauze pads, 
and with her bare hands she placed the gauze pad into 
the cup and poured the normal saline over the gauze." 
Is that accurate? 
A. Yes. And, again, I would say that it is the 
release of tbe 2X2 into the cup and then pour tbe 
saline over tbe gauze. 
Q. Then the next sentence states, "she entered 
the resident's room with these supplies, and, without 
washing her hands she applied a pair of clean gloves." 
Is that accurate? 
A. And, again, I believe tbose hands were 
prepped with Purell or Ativar (phonetic) or - at 
time I believe it was Purell from our central supply. 
Q. The next sentence, "She was observed to 
touch the bed alarm box, opened several drawers, 
opened the bathroom door, but did not go in, then she 
picked up the trash can and placed it near the 
resident. With the same gloves on, she reached into 
Page 56 
the nylon pouch around her waist and retrieved several 
alcohol pads and cleaned the resident's window ledge 
with the pads. " 
Is that accurate? 
A. Yes. 
Q. "She opened a package of 4X4 gauze pads 
which was in the resident's room, and placed it on the 
window ledge. At this point she removed her gloves, 
washed her hands and applied clean gloves." 
Is that correct? 
A. That's correct. 
Q. "She took the normal saline 2X2 gauze pads 
and cleansed the resident's excoriated buttock. 
Without changing her gloves or washing her hands she 
picked up the 4X4 gauze, placed it into the second cup 
containing the Triamcinolone," if I am saying that 
correctly, "cream and applied the crean1 to the 
resident's buttocks." 
A. And, again, tbis is just aseptic or clean, 
not sterile. 
Q. SO is that passage that I just read to you 
last, is that accurate? 
A. Yes. 
Q. While you were at PCRC had you been 
disciplined, I guess for lack of a better word, for 
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1 not following infection control policies and 1 A. Yes. 
2 procedure? 2 Q. SO on this document, then, the requirement 
3 A. No, I was not; no, I was not. As a matter 3 was to change daily, that means change her dressing 
4 of fact - no, no. 4 daily? 
5 Q. As I understand the records, the medical 5 A. Yes. 
6 records and the documents that we received from PCRC, 6 MS. DUKE: But it says something else, too. 
7 you did provide care to Judy Nield; correct? 7 Q. Change daily until resolved? 
8 A. That's correct. 8 A. Yes, so it doesn't have a stop date. 
9 Q. I want to hand you another exhibit that we 9 Q. Until the wound is resolved; is that what 
10 will mark here. 10 that means? 
11 (Deposition Exhibit No.3 marked for 11 A. That's correct. 
12 identification. ) 12 Q. SO when it says change daily, then I guess 
13 Q. Exhibit No.3 I am handing to you. And I 13 you were also required to do a daily assessment of the 
14 know the title at the top of the page is for whatever 14 wound; is that correct? 
15 reason missing some words, but can you tell me, as I 15 MS. DUKE: Objection, assumes facts not in 
16 understand it, it says "Resident Care Plan, Skin 16 evidence. 
l7 Integrity, Actual or Potential"; is that what it 17 A. There is a daily assessment, I mean you 
18 should say? 18 change it daily. You are looking for change. 
19 A. Yes. 19 Q. Right, and that's what I am asking, it's 
20 Q. To the right under the signature line 20 fair to say, then, if you are going to change the 
21 column, the very right side of the top of the page, I 21 dressing or the wound daily, you are going to be 
22 believe it says J Maxfield. 22 assessing the wound daily; correct? 
23 A. That's me, yes. 23 A. Yes. 
24 Q. And then at the bottom of the document where 24 Q. And doing so until the wound is resolved? 
25 it says medical record number towards the bottom 25 A. Yes. 
Page 58 Page 60 
1 right, do you see that? 1 MS. DUKE: Can I ask a quick question of 
2 A. Yes. 2 writingwise what it means? I don't know what this 
3 Q. There are some initials, I believe. Do you 3 very bottom one means, what it says (indicating). 
4 see those there, JM? 4 THE WITNESS: Change every third day. 
5 A. Yes. 5 MS. DUKE: Do you have any idea what that 
6 Q. Are those your initials? 6 means? 
7 A. Yes. 7 THE WITNESS: On 917, we obviously -- you 
8 Q. And there is a date 917/07. 8 are going to start changing it every third day instead 
9 A. Yes. 9 of daily. 
10 Q. In the column that's entitled Approach Plan 10 MS. DUKE: That's 9/10 or--
11 in the middle of the page, towards the bottom, there 11 THE WITNESS: 917, so that's below that. So 
12 is some handwriting there that states Wound Care: And 12 it's likely that we got a new order. Because it's 
13 then it has one, two, three, four, five different 13 improving, you would go to every third day rather than 
14 items there. Do you see that? 14 every day. 
15 A. Yes. 15 Q. (By Mr. Gabiola.) Can you tell me, is that 
16 Q. Is that your writing there? 16 for both the left calf wound and the foot wound or 
l7 A. No. 17 just for one of them; do you know? 
18 Q. Whose writing is that? 18 A. This is the left leg. 
19 A. I believe this may be Mary Hill. 19 -Q;- Where are you reading at? 
20 Q. No.5 on the list states Change daily 20 A. Over here, our problem (indicating) -
21 until -- 21 MS. DUKE: And it also says left calf and 
22 A. Resolved. 22 foot there (indicating). 
23 Q. Resolved, okay. And this is referring to 23 A. Well, up here (indicating) it starts left 
24 the care plan for Ms. Nield's left calf and foot 24 leg and then manifested by the actual stasis, is on 
25 wounds? 25 the left calf, and the foot. 
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1 Q. (By Mr. Gabiola.) And then is that your 1 Q. And I have got weekly skin assessments as 
2 writing above foot where it says four wounds -- 2 well and I will mark this, too, but what other records 
3 A. Stage II - I believe that is my writing. 3 are there aside from the weekly skin assessment and 
4 Q. And then after Stage II it says what? 4 the non-pressure ulcer site sheet? 
5 A. I believe venous stasis, I believe. 5 A. There is a weekly measurement form, I 
6 Q. SO I think it's fair to say, is it not, that 6 believe, that just shows the measurements. There is 
7 you knew that Ms. Nield had four wounds; correct? 7 the treatment MAR, that they have signed for the 
8 A. Yes. 8 treatments (indicating), and that might be our best 
9 Q. SO the last statement there that Keely was 9 way to indicate the week end, to look at the 
10 asking you about, change every third day, which wound 10 MAR, another nurse may have signed for that, the 
11 is that referring to? 11 medication record, the medicating. 
12 A. This is for all of those listed on this 12 MS. DUKE: How about progress notes, or any 
13 particular care plan. These that are identified 13 of those things? He is asking for everything. 
14 with this (indicating). 14 MR. GAB lOLA: Actually I didn't ask for 
15 Q. SO you are saying the change every third day 15 everything. I was asking about this document 
16 referred to all four wounds? 16 specifically before the objection. I said on the 
17 A. Yes. 17 non-pressure ulcer site sheet, between August 27 of 
18 Q. I'll hand you another exhibit here and we'll 18 2007 and September 5 of 2007 under this document it 
19 have it marked. 19 doesn't reflect that there was any daily assessment or 
20 (Deposition Exhibit No.4 marked for 20 dressing change of the left ankle wound. 
21 identification.) 21 MS. DUKE: Then I will object to the fact 
22 Q. Handing you Exhibit No.4, these are 22 that you are providing her incomplete data and 
23 documents entitled Non-Pressure Ulcer Site Sheet. 23 limiting her to one document when other documents are 
24 Take a minute to look through those. 24 knowingly available. Go ahead and answer when he is 
25 (Pause in proceedings.) 25 just limiting you to that one document. 
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1 Q. Ms. Maxfield, first off, I note that is your 1 A. Okay, and your question, again, is? 
2 signature at least on all of the pages comprising the 2 Q. (By Mr. Gabiola.) On this non-pressure 
3 exhibit, except the last page -- is that correct? 3 ulcer site sheet --
4 A. That's correct. 4 A. The daily, okay. 
5 Q. The first page of the exhibit, Exhibit 5 Q. -- between August 27 of 2007 and 9/5/2007, 
6 No.4, there is an entry dated August 27,2007, the 6 according to this document it doesn't reflect that 
7 date and time, and on the right it has nurse's 7 there was a daily assessment or dressing change of the 
8 signature, J Maxfield. That's you; correct? 8 left ankle wound. 
9 A. Yes. 9 MS. DUKE: Same objection. 
10 Q. Then there is another entry, the next entry 10 A. I am getting involved reading aU of this. 
11 is 9/5/07; is that correct? 11 MS. DUKE: He is only asking you to look 
12 A. Yes. 12 right here, and he wants to know if it shows daily 
13 Q. SO we were just talking about the prior 13 changes. 
14 exhibit where you were required until September 7, 14 A. This does not show daily changes, sorry. 
15 2007, to daily assess and change the dressing, based 15 Q. Now, you mentioned that there were other 
16 on this non-pressure ulcer site sheet, that wasn't 16 documents that would show that. 
17 done; correct? 17 A. Yes. 
18 MS. DUKE: Only if we look at this sheet and 18 Q. What other documents would that be? 
19 not all the other medical records; is that your 19 MS. DUKE: In addition to what she already 
20 question? Because there is other wound documentation. 20 testified to? 
21 MR. GABIOLA: Okay, if that's your 21 Q. Go ahead and tell me again. 
22 objection, fine. 22 A. The treatment sheets that resemble the 
23 A. There are other sheets that will show - 23 medication administration record, the treatment sheet, 
24 Q. Daily assessments? 24 it would have been kept on the medication cart, for an 
25 A. Yes. 25 example, so that through the weekend those 
Page 63 Page 65 
(208)345-9611 
17 (Pages 62 to 65) 
M & M COURT REPORTING (208)345-8800 (fax) 
675 
1 would be done. 1 was supposed to be complete enough with the forms that 
2 Q. That leads me to another question. Were you 2 we would be able to show that that was done by when 
3 the nurse responsible for providing the wound care to 3 put them back into the chart, that they will all be 
4 Ms. Nield? 4 there to show the designated treatments. 
5 A. For the days that I was there, like Monday 5 Q. And let's go back to Exhibit No.4 which you 
6 through Friday, it was my job to provide the care. 6 have in front of you. We have the August 27, 2007, 
7 Q. And only-- 7 date. 
8 A. And then on the weekend or if I am out of 8 A. Yes. 
9 the building, I would say if I would have ever been 9 Q. And next to that the time, 0800. Is that 
10 absent, then that nurse that is passing the medication 10 correct? 
11 would be responsible for also seeing that the 11 A. Yes. 
12 treatment is done. 12 Q. Were you documenting this contemporaneous 
13 Q. The wound care treatment? 13 with your assessment and dressing change of the left 
14 A. The wound care treatment. 14 ankle wound? 
15 Q. SO if you were there at the facility Monday 15 A. Yes. 
16 through Friday of the weeks 8/27/07 through September 16 Q. SO are you saying, then, that there would 
17 5,2007, would you yourself have been responsible for 17 have been another medication treatment document that 
18 treating Ms. Nield's wounds? 18 you would have also noted that you were assessing the 
19 A. Yes. 19 wound and changing the dressing? 
20 Q. Nobody else would have done it during that 20 A. Yes. And if I could figure out, is 8/27 
21 timeframe? 21 like-aFriday and then this 9/5 is what day of the 
22 A. No, that's not truly correct. Because, say, 22 week, then I could probably steer you to the treatment 
23 if we had a new admission or something and if we were 23 sheet and show which nurse then did the treatments to 
24 requested to help with that, the nurse that is in 24 show our ... 
25 charge of that patient for medication administration, 25 Q. If I understand what you just testified to, 
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1 if tbe wound nurse isn't available, tben that will 1 though, in addition to generating this document, 
2 happen, that the medication nurse will do tbat 2 noting the time that you would have assessed or 
3 treatment. 3 changed the dressing, there was another document that 
4 Q. And that would be reflected, not only the 4 you would have also generated. So on 8/28/07 you are 
5 non-pressure ulcer site sheet - 5 saying you would have created a document saying that 
6 A. But on the medication -- it would be a 6 you looked at, assessed, and changed the dressing on 
7 treatment sbeet. 7 the left ankle? 
8 MR. GABIOLA: Let's mark this as an exhibit. 8 MS. DUKE: That misstates her testimony. 
9 (Deposition Exhibit No.5 marked for 9 Have you looked through Exhibit No.5? 
10 identification.) 10 A. 8/27, there is a weekly for 8/27 as well 
11 Q. I am handing you Exhibit No.5, and I just 11 as-
12 want to know, I think I know the answer, I just want 12 Q. I am sorry, just for the record to make 
13 to make sure I understand, but when you said the 13 sure, you are at Exhibit No.5, Page 2 of the exhibit. 
14 treatment records, is that something different from 14 A. Yes. 
15 weekly skin assessment? 15 Q. And there is a date at the top that says 
16 A. Yes, it is. 16 August 27 of2007. 
17 Q. SO is it titled Medication Treatment Record? 17 A. Yes. 
18 A. It was treatment - yeab, it was just 18 Q. And then in the bottom part of the document 
19 treatment sheet and tbey placed it behind tbeir 19 it says 9/3/07. 
20 medication sheets. 20 A. That's a separate week. 
21 Q. And that helps me, I appreciate that. If 21 MS. DUKE: So you know, August 27 was a 
22 then -- I want to know why, then, if the dressing and 22 Monday; the 3rd was a Monday of September. 
23 assessment were done daily, why WOUldn't you have 23 Q. SO that's a weekly skin assessment; correct? 
24 noted that on the non-pressure ulcer site sheet? 24 A. Weekly. 
25 A. I am looking. I guess because the process 25 Q. SO are you telling me there are other 
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1 documents that I need to look for that would show 
2 between August 27 of2007 and September 3 of2007 
3 you would have documented or generated showing that 
4 you, between August 28, August 29 and so forth to 
5 9/3/07, daily you would have been assessing and 
6 changing the dressing? 
7 A. Yes. 
8 Q. And those documents again would be what, 
9 what would the title of those documents be? 
lOA. It's treatment record, is what it's labeled 
11 at the top of this sheet. 
12 Q. And you are on Exhibit No.5, which page? 
13 A. Page 4. 
14 Q. And that document says from 9/112007 to 
15 9/30/2007. 
1 6 A. I have this August of 2007 -
1 7 MS. DUKE: There is August right there, it's 
18 on Page 4. 
19 A. And so the 25th through the 31st they are 
20 signed for. 
21 Q. And it says 1M on August 27? 
22 A. Yes. No, not on the - the 28th, 29th, and 
23 30th. 
2 4 MS. DUKE: I think to be clear, the Braden 
25 scale you did on the 27th, 1M. 
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1 Q. And you can help me out, too, I don't know 
2 if you have looked at Exhibit No.5 in its entirety, 
3 but on the treatment records that we were just talking 
4 about I only see the two wounds, the left calf and the 
5 foot. I don't see any documents regarding left ankle 
6 or the left leg shin. 
7 MS. DUKE: There are in Exhibit No.5 but 
8 not in the treatment record. 
9 MR. GABIOLA: And Exhibit 5 has the 
1 0 skin assessment. 
11 MS. DUKE: Right. Joyce, would the weekly 
12 treatment record or the treatment record that we are 
13 looking at in Exhibit No.5, would that just be 
1 4 covering the calf and foot or would there be a 
15 separate one for the ankle and the left shin? If you 
16 know. 
1 7 THE WITNESS: Well, calf and foot --
I 8 MS. DUKE: I mean I ask that in part, too, 
1 9 because Exhibit No.3 doesn't talk about the ankle 
20 either, or shin, it just talks about the left calf and 
21 foot. 
22 MR. GAB lOLA: That's a good point. When I 
23 asked her about Exhibit No.3, I asked her 
24 specifically that referred to all four wounds and she 
25 said yes. Because there is actually --
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1 THE WITNESS: Yes. 1 MS. DUKE: Well, ifit does, then maybe that 
description, then, left calf and foot, must apply to 
all four wounds, then. 
2 MS. DUKE: The weekly skin assessment you 2 
3 did on the 27th, JM, and then the third area, whatever 3 
4 that is -- 4 
5 THE WITNESS: Is daily dressing changes, 5 
6 that are accounted for. 6 
7 MS. DUKE: And you did that on the 28th, 7 
8 29th, and 30th. 8 
9 THE WITNESS: Yes. 9 
10 MS. DUKE: And other people did them other 10 
11 days. 11 
12 THE WITNESS: Yes. 12 
1 3 Q. (By Mr. Gabiola.) And to be clear, too, 13 
14 Page 4 of Exhibit No.5 is referring to the left calf 14 
15 wound only; correct? 15 
16 A. For stasis ulcer, left calf and foot. 16 
1 7 Q. SO the left calf and the foot. 1 7 
18 A. Yes. 18 
1 9 Q. How about the left ankle? 19 
2 0 MS. DUKE: We have got to go to a different 20 
21 form. 21 
22 A. This No.1 is showing the left ankle 22 
2 3 (indicating). 23 
2 4 Q. And you are referring to Exhibit No.4. 24 
25 A. Yes. 25 
MR. GABIOLA: Right, and I think that's what 
her testimony was because --
MS. DUKE: But I mean in Exhibit 5 as well, 
because it's just not separated out. I don't know. 
MR. GAB lOLA: That's what I am asking. 
Q. (By Mr. Gabiola.) I am asking, because as I 
review Exhibit No.5 that you are talking about that 
you say reflects daily treatment, I only see the 
notation being made of the wounds being documented on 
those records as the left calf and left foot only. 
A. Right, and then each page has been 
designated to the specific -
MS. DUKE: That's in Exhibit No.4. But we 
are talking about Exhibit No.3 and Exhibit No.5 only 
talk about left calfand foot, both of them, they 
don't talk about left shin, they don't talk about left 
ankle. So I think our question is why. 
THE WITNESS: This looks to me (indicating) 
they brought it up onto the treatment sheet and they 
are addressing it as a unit, the left leg and foot and 
calf and --
MS. DUKE: Ankle. 
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14 
15 
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1 7 
18 
19 
20 
21 
2 2 
23 
2 4 
25 
------------~----~~----------------~ I THE WITNESS: Yes. 
Q. (By Mr. Gabiola.) So what makes you say 
that we have got all four wounds, then, being stated 
in Exhibit No.5? 
I 
I 
A. Because they would refer to these sheets - ! 
Q. And these sheets, you are looking at Exhibit I 
No. 4? I 
A. Yes. I 
1 
2 
3 
4 
5 
6 
Q. And, again, I want to go back to my question I 
about Exhibit No.4, you are saying if we read Exhibit , 10 
No. 5 and Exhibit No.4 together, I think to be fair I 1 1 
1.1 ~ ~ 
7 
8 
9 
we are only looking at not a daily assessment ofthe 
left ankle but just something weekly. 
A. And weekly, it's usual that weekly, you 1 4 
measure weekly. 1 1 5 
Q. Not daily. 1 6 
A. Not daily. Because you want to see if you I 1 7 
are getting better or worse, so you compare them to I 1 8 
the weekly measure. . 1 9 
Q. SO even though Exhibit No.3 said it should I 2 0 
be daily, that wasn't done daily on all four wounds? I 21 
MS. DUKE: Objection, that misstates the i 2 2 
! 23 
I 2 4 
documents and the testimony. 
Q. Let me ask it this way. You are saying I 
need to read Exhibit No. 4, the ulcer site sheets -- 2 5 
Page 7 4 
A. Yes. 
Q. -- and Exhibit No.5, the weekly skin 
assessments and the treatment records. Is it fair to 
say in Exhibit No.5 there is no mention of the left 
ankle or the left shin? 
A. And this (indicating) is 5? 
Q. Yes. 
A. No, it does not. 
Q. To be fair, too, Exhibit No. 5 talks about 
I 
! 
I 
I 
1 
2 
3 
4 
5 
6 
7 
8 
9 
:
1,1 
weekly skin assessments as well. 10 
A. Yes. And that's this (indicating). ! 11 
Q. SO let's go back to Exhibit No. 4. Where in 12 
Exhibit No.4 can you point to me where it shows that I 1 3 
there is daily assessment and dressing change for all I 1 4 
four wounds? I 15 
MS. DUKE: And again I'll object to the 1 6 
extent you are limiting her to one document when 
Exhibit No. 5 helps answer that question, too. 
A. I don't have that before me, I don't have 
that. 
Q. SO can you point to me on Exhibit NO. 5 
where it says that a daily assessment and dressing 
change was done for the left ankle and the left shin, 
Exhibit No. 5? 
17 
18 
1 9 
2 0 
2 1 
22 
23 
2 4 
MS. DUKE: You are on the wrong exhibit, I 25 
Page 75 i 
Joyce. He is on Exhibit No.5 . Okay? 
THE WITNESS: And I am over here. Yes, and 
I am trying to --
MS. DUKE: And, Javier, my objection is that 
you are having her in Exhibit No.3 say the left calf 
and foot also meant left ankle and shin. But then you 
don't want her to include those in Exhibit No.5. And 
1 don't think that's fair. 
MR. GAB lOLA: I am not saying that, with all 
due respect. 
Ifwe look at Exhibit No. 3, she testified 
that is talking about all four wounds. 
MS. DUKE: Okay, so let's ask her Exhibit 
No. 5, does that mean all four wounds that is being 
addressed there. 
MR. GABIOLA: That's what I just asked her. 
-it· And I would say yes. 
Q. (By Mr. Gabiola.) So show me specifically 
why you think Exhibit No.5 shows that all four wounds 
are being assessed daily and dressing change being 
done daily? 
MS. DUKE: Again l'Il object to the extent 
it misstates the testimony. It only needed to be 
daily for a certain period of time. 
Q. Daily up until September 7. 
Page 7 6 
A. And you want me to tell you where it shows 
daily dressing change on 5? 
Q. Right, for all four wounds. 
A. For all four wounds. 
Q. Up to September 7 of2007. 
A. Well, this is for the month of August and 
what is on that sheet --
Q. Ma'am, again, what page is it of the 
exhibit? 
A. I believe it's four, one, two, three, four 
(indicating). 
Q. Would you agree with me that that should be 
documented more clearly if you are saying that when it 
says left calf and foot, what I understand you to 
testify to is that left calf and foot is also 
including the left shin and the left ankle? 
MS. DUKE: Just like Exhibit No. 3. 
A. Yes, I can see that that's what they have-
Q. Do you think it could have been more 
accurately described by saying left calf, left ankle, 
left shin, and left foot? 
A. Yes. 
Q. Ms. Maxfield, it's time for you to leave so 
I don't want to make you late for your appointment. 
As we discussed off the record at the start of your 
Page 77 
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1 depo, I would like to leave this open and hopefully we 
2 can have you come back here, unfortunately for you, to 
3 finish up your deposition. 
4 A. Yes. 
5 Q. If that's fine with you, we will leave this 
6 open--
7 MS. DUKE: Now, we had talked that this 
8 isn't going to affect the summary judgment date, 
9 though? 
10 MR. GABIOLA: It shouldn't. If that 
11 changes, I will let you know. 
12 MS. DUKE: Because we have pushed really 
1 3 hard and done our best. Obviously last week she was 
14 fine. 
15 MR. GABIOLA: And last week was my fault. 
16 (Witness temporarily excused at 3:35 
17 p.m.) 
18 (Signature requested.) 
19 
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21 
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24 
25 
(208)345-9611 
Page 78 
21 (Page 78) 
M & M COURT REPORTING (208)345-8800 (fax) 
679 

NOV/13/2007/TUE 03: 54 PM ._, IF HYPERBAR1CS FAX No. 208 '"1 P.004 
Portnellf Hedir' .ent.er Labol'ato-' Sent 11/12.2007 P' .::1:43, Page - 3 
CONTINUED REPORT 
P 0 R T N E U F M E DIe ALe E N T E R 
651 Memorial Drive 
Pooatello, Idaho 83201 
(208) 239-1671 
Pathologists: 
S.M. SKOOMAL M.D. 
~TTENDING PHYS: 
3AKER, MICHAEL S. 
HFINAL** REPORTED: 11/12/2007 07:54 PAGE: 
tic NIELD,JUDY 
w OS/26/1942(65YF) 
tic MR 125192 
* BN 3898434 HB 
2 
TEST RESULT UNITS REFERENCE RANGE 
)RDERED BY: BAKER, MICHAEL S. 
~OLLECTED ON: 11/09/2007 @ 10:10 ACCESSION: L0875530 
MICROBIOLOGY/SEROLOGY 
WOUND CULTURE ACC if: 1,0875530 
Souroe: WOUND, LEFT LEG Set-up: 11/09/2007 1745 
Status: FINAL 
~I PROFLOXACIN 
~LINDAMYCIN 
i:RYTHROMYCIN 
3ENTAMICIN 
[MIPENEM 
:'EVOFLOXACIN 
HTROFURANTOIN 
)XACILLIN 
?ENICILLIN 
?IPERACILLIN/TAZABACTAM 
UFAMPIN 
rETRACYCLINE 
tRIMETHOPRIM/SULFAMETHOX 
lANCOMYCIN 
lliT Il\1 I CROB I CS 
DOSAGE GUIDELINES 
~OXICILLIN/K CLAVULANATE 
\MPICILLIN 
~PICILLIN/SULBACTAM 
~ZTREONAM 
~EFAZOLIN 
:EFTAZIDIME 
~EFTRIAXONE 
:EFUROXIME 
:r PROFLOXACIN 
i:RTAPENEM 
>2 R 
<=0,25 S 
>4 R 
<=:1 S 
<:=1 R 
4 I 
<=32 
>2 R 
>8 B1.AC 
<=1 S 
:< .. 4 S 
<=2/38 S 
<=2 S 
KLEBSIELLA PNEUMONIAE 
MIC uG/ML BLD UR 
<=8/4 S 
>16 R 
<=8/4. S 
<=8 S 
<=8 S 
<=1 S 
<=8 S 
<:04 S 
<=1 S 
<-=2 S 
REPORT CONTINUED ON NEXT FORM 
<=1 S 
I, 2 S 
<=4 9 
<=2 S 
/ 
<=1.6 IB 
i 
! 
----------------------------------------------------------------------11 
681 
EXHIBIT 
H 
NOV/13,r-"7/TUl- 03:55 PM POR~ .~ HYPERBARICS fAX No. 208 ')"'7 
Portneuf Medica. Ill-er Laboratorv /, 11/12/'200i , q '6, f'a.ge - 2 
PORTNEUF MEDICA:L CENTER 
651 Mel'Oorif.ll Drive 
Pocatello l Idaho 83201 
(208)239-H71 
Pathologists: 
S.M. SKOUMAL M.D. 
>"TTENDING PRYfl! 
3AKER 1 MICHAEL S. 
**FINAL** REPORTED: 11/12/2007 07:43 ~AGE: 
*************************** 
* NIELD,JUDY * MR 1251~2 
* OS/26/1942 (65YF) * BN 3898434 HB 
*************************** 
TEST 
)RDERED BY: BAKER, MICHAEL S. 
:OLLECTreD ON: 11/0~J2007 ® 10:10 
RESULT UNITS REFERENCE RANGE 
ACCESSION: L08755Jl 
MICROBIOLOGY/SEROLOGY 
~NAEROBE CULTURE 
Source: WO'OND, LEFT ;LEG 
SI:.atus: FINAL 
RESULTS 
NO ANAEROBES ISOL~TED 
Ace fl.: L08'75531 
Set-up: 11/09/200'7 1?4S 
IN 48 HOURS 
682 
1 
NOV/13/2001ITUE 03:54 PM ''"'!JF HYPERBARICS 
FOl.'t.neuf Hedi r '..en tel' Labore to' 
FAX No.~2B8 2 
~ent 11/12.2007 p' 
• ")1 
1 
J:43, Page - 5 
P. 006 
CONTINUED REPORT 
P 0 R T N E U F M E D 1 CAL C E N T E R 
651 Memorial Drive 
Pocatello, Idaho 83201 
(208) 239-1671 
~TTENDING PHYS: 
~AKER, MICHAEL 8. 
TEST 
Pathologists: 
S.M, SKOUMAL M.D. 
**FINAL** REPORTED: 11/12/2007 07:54 PAGE: 
*************************** 
* NIELD,JUDY * MR 12519~ 
* OS/26/1942(6SYF} * EN 3898434 HE 
*************************** 
RESULT UNITS REFE~ENCE RANGE 
)RDERED BY: BARER, MICHAEL S. 
:OLLECTED BY: 11/09/2007 @ 10:10 
C£FTAZIDlME 
ACCESSION: 
-8 <=1 
L0875530 
CEFTRIAXONE 
CEFOROXIME 
CIPROFLOXACIN 
GENTAMICIN 
IMIPENEM 
TRIMETHOPRIM/SULFAMETHOX 
LEVOFLOXACrN 
PIPERACILLIN/TAZABACTAM 
ERTAPENEM 
TETRACYCLINE 
CEFAZOLIN 
** Test performed at: WEST 
ISOLATE #1 
STAPHYLOCOCCUS AUREUS 
AMOXICILLIN/K CLAVULANATE 
AMPICILLIN 
CEFAZOLIN 
CIPROFLOXACIN 
CLINDAMYCIN 
ERYTHROMYCIN 
GENTAMICIN 
IMIPENEM 
LEVOFLOXACIN 
NITROFURANTOIN 
OXACILLIN 
PENICILLIN 
RIFAMPIN 
TETRACYCLINE 
TRIMETHOPRIMj3ULFAMETHOX 
VANCOMYCIN 
** Test performed at: WEST 
683 
-8 <=8 
ft8 <=4 
-8 <-1 
-S <=1 
~8 < .. 4 
-S <=2/38 
-S <=2 
-3 <=16 
-S <=;2 
-£I <=4 
-S <=8 
-R >4./2 
-BLAC >8 
-R 8 
-R >:2 
-3 <=0.25 
-R >4 
-8 < .. 1 
-R <=1 
-I 4. 
- 0::: .. 32 
-R >2 
-BLAC >8 
-8 <=1 
-5 <=4 
-8 <0::2/38 
-,9 <=2 
4 
NOV/13/2007/TUE 03: 54 PM ''''I)f HYFERBARICS FAX No. 208 ~l P.005 
POl'tneuf MediI .enter labol'aLC" Sent 11/12.2007 (" ... :43, Page - 4 
CONTINUED REPORT 
P 0 R T N E U F M E DIe ALe E N T E R 
651 Memorial Drive 
Pocatello, Idaho 83201 
(208) 239-1671 
\.TTENDING PHYS: 
3AKER, MICHAEL S. 
Pathologists: 
S.M. SKOUMAL M.D. 
**FINAL** REPORTED: 11/12/2007 07:54 PAGE: 
*************************** 
* NIELD,JUDY * MR 125192 
* OS/26/1942 (65YF) * BN 389'8434 HB 
**********************~*~** • ___ M __________________ • __________________________________________ ~M_M ___ • _____ _ 
TEST RESULT UNITS REFERENCE RANGE 
)RDERED BY: BAKER, MICHAEL S. 
~OLLECTED ON: 11/09/2007 @ 10;10 ACCESSION: L0875530 
MICROBIOLOGY/SEROLOGY 
WOUND CULTURE ACC #: L0875530 
Source: WOUND/LEFT LEG 
Status: FINAL 
Set-up: 11/09/2007 1745 
;ENTAMICIN 
[MIPENEM 
~EVOFLOXAC!N 
?IPERACILLIN/TAZABACTAM 
rETR,ACYCLINE 
rRIMETHOPRIM/SULFAMETHOX 
<-1 S 
<-~ 
~
< .. 16 S 
<==4 S 
<=2/38 S 
S=Susceptible I=Intennediate R=Resistant N/R=Not Reported 
BLANK=Drug not advisable BLAC=Beta Lac Pos TFG-Thymidine dependant 
INTERPRETATIONS BASED ON APPROX. ADULT ATTAINABLE BLOOD/URINE LEVELS. 
IB APPEARS IN PLACE OF INTERP W/ORG'S W/KNOWN INDUCIBLE B-LACTAMAS£S. 
S.aureus and Coag neg Staph species tested for Inducible Resistance 
to Clindamycin, results reported a~ MIC interpretation 
MICROBIOLOGY/SEROLOGY 
ISOLATE #2 
PSEUDOMONAS AERUGINOSA 
AZTREONAM 
CEFTAZIDIME 
CEFTRIAXONE 
CIPROFLOXACIN 
GENTAMICIN 
IMIPENEM 
LEVOFLOXACIN 
PIPERAC1LLIN/TAZABACTAM 
** Test performed at: WEST 
ISOLATE #3 
KLEBSIELLA PNE!UMONIAE 
AMOXICILLIN/K CLAVULANATE 
AMPICILLIN 
AMPICILL1N/SULBACTAM 
AZTREONAM 
-1 16 
-IB 4 
-I 32 
-S <=1 
-S 2 
-9 <=4 
~ 
-S <;8{4 
~R ;.16 
-S <=8/4 
-S <=8 
REPORT CONTINUED ON NEXT FORM 
684 
3 
,.,.,... .... ,..."1\" ... 0 ... 
NOV/13/20071TUE 03:54 PM ~ijF HYPERBARICS FAX No. 208 ~l P.003 
Portne\d }Jesdir .Jnter Labora~t,)r Sent 11/12.2007 0-' .43. Page - 2 
P 0 R T N E U F M E DIe A L C E N T E R 
651 Memorial Drive 
Pocatello, Idaho 83201 
(208) 239-1671 
PathologilPts: 
S.M. SKOUMAL M.D. 
~TTENDING PHYS: 
3AKER, MICHAEL S. 
**FINAL'k* REPORTED: 11/12/2007 07:54 PAGE: 
*************************** 
* NIELD,JUDY * MR 125192 
* OS/26/1942 (65YF) * BN 3898434 HB 
*************************** 
TEST RESULT UNITS REFERENCE RANGE 
w _____________ ~ ________________ ~ __ - ____________ "- _____ ________ M _______________ _ 
)RDERED BY: BAKER, MICHAEL S. 
~OLLECTED ON: 11/09/2007 @ 10:10 ACCESSION: L0875530 
MICROBIOLOGY/SEROLOGY 
WOUND CULTURE ACC #: L08'75530 
Source: WOUND/LEFT LEG 
Status: FINAL 
Set-up: 11/0'/2007 1745 
GRAM STAIN 
1+ WBC'S 
1+ GRAM POSITIVE COCCI 
1 + GRAM NEGATIVE RODS 
ORG 
STAPHYLOCOCCUS AUREUS 
PSEUDOMONAS AERUGINOSA 
KLEBSIELLA PNEQMONIAE 
RESULTS 
MODERATE COAG-POSITIVE STAPHYLOCOCCUS 
MODERATE STAPHYLOCOCCUS AUREUS 
**,MRSA"'''' 
MODERATE NON-LACTOSE FERMENTER 
MODERATE PSEUDOMONAS AERUGINOSA 
LIGHT LACTOSE FERMENTER 
LIGHT ICLEBSIELLA PNEUMONIAE 
lliTIMICROBICS 
DOSAGE GUIDELINES 
STAPHYLOCOCCUS AUREUS 
MIC uG/ML BLD OR 
~OXICILLIN/K CLAVULANATE 
\MPICILLIN 
\ZTREONAM 
::EFAZOLIN 
:EFTAZIDIME 
~EFTRIAXONE 
>4/2 R 
>8 BLAC 
8 R 
REPORT CONTINUED ON NEXT FORM 
685 
PSEUDOMONAS AERUGINOSA 
MIC uG/ML BLD UR 
16 I 
4 IB 
32 I 
Mf~ 
1 
686 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
ADMINISTRATIVE APPROVAL 
I FACILITY, ADDRESS: 
TEL. NUMBER: 
Director ofi ursmg Services 
1/--1 ~Clb 
Date 
fwJi!v~ If -).1-o/, 
Medical Director Date 
~~~-~.d~~~Ql~~~\~t~~~~~~~~~II-tl-~ 
Intf!Ion Control De~ee Date 
687 
Date 
Date 
Date 
Date 
Date 
Date 
EXHIBIT 
* l-:r 1----
2 
PCRC000937 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
MANUAL APPROVAL FORM 
SECTION 1 
INFECTION CONTROL PROGRAM 
OVERVIEW 
INFECTION CONTROL PRACTITIONER JOB DESCRIPTION 
INFECTION CONTROL COMMITTEE 
AUTIIORITY STATEMENT 
SAMPLE MINUTES FORM 
SECTION 2 
SURVEILLANCE OF INFECTIONS 
SURVEILLANCE POLICY 
MONTHLY INFECTION SUMMARY (WITH RATE) 
MONTHL Y INFECTION SUMMARY (BY PATIENT DAYS) 
LINE LISTING OF INFECTIONS 
DEFINITIONS OF INFECTIONS 
GLOSSARY 
REPORTABLE DISEASES 
OUTBREAK INVESTIGATION FORM 
SECTION 3 
INFECTION CONTROL EDUCATION 
ORIENTATION AND IN SERVICE 
ORIENTA nON OUTLINE 
688 
3 
PCRC000938 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
OSHA BLOOD BORNE PATHOGENS OUTLINE 
TB EMPLOYEE TRAINING OUTLINE 
SECTION 4 
ISOLATION FOR COMMUNICABLE DISEASES 
UNIVERSAL PRECAUTIONS 
COMPLIANCE MONITORING 
STAFF SELF EVALUATION 
MONITORING COMPLIANCE WITH PRACTICES 
HANDLING AND DISPOSING OF USED NEEDLES 
USING GLOVES 
COMPLIANCE MONITORING -INFECTION CONTROL 
METHICILLIN RESISTANT STAPHYLOCOCCUS AUREUS (MRSA) 
MRSA GENERAL RECOMMENDATIONS 
MRSA INFECTION CONTROL RECOMMENDATIONS 
V ANCOMYCIN RESISTANT ENTEROCOCCUS (VRE) 
SECTIONS 
EMPLOYEE HEALTH 
PHYSICAL EXAM 
REPORTING EMPLOYEE INFECTIONS 
EMPLOYEE INFECTION RECORD 
WORK RESTRICTIONS FOR PERSONNEL WITH INFECTIOUS DISEASES 
CRITERIA FOR DETERMINING EXPOSURE TO COMMUNICABLE DISEASES 
MANAGEMENT OF ACCIDENTAL EXPOSURE TO COMMUNICABLE DISEASES 
4 
PCRC000939 
689 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
INFLUENZA IMMUNIZATION CONSENT FORM 
HEPATITIS B IMMUNIZATION PROGRAM 
INFORMATION ON HEPATITIS B AND THE VACCINE 
CONSENTIDECLINA TION FORM FOR HEPATITIS B VACCINE 
TUBERCULOSIS SCREENING FOR EMPLOYEES 
BLOODBORNEPATHOGENS 
POST-EXPOSURE EVALUATION AND FOLLOW-UP 
HEAL THCARE PROFESSIONAL'S WRITTEN OPINION 
HEPA 11TIS B EXPOSURE PROPHYLAXIS 
POTENTIAL HIV EXPOSURE 
CONSENT FORM FOR HIV TESTING 
SECTION 6 
GENERAL PATIENT CARE POLICIES 
CLEANING, DISINFECTION AND STERILIZATION 
ENVIRONMENTAL SAMPLING 
FEEDING SYRINGES 
FOLEY CAmETER CARE 
HAND WASHING 
PERSONAL HYGIENE 
ICE CHESTS AND ICE MACHINES 
LICE (pEDICULOSIS), CARE OF P A TIBNT WITH 
OXYGEN, USE OF 
PEST CONTROL 
690 
5 
PCRC000940 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
PETS (ANIMALS eN THE NURSING HOME) 
SCABIES, CARE OF PATIENT WITH 
SPECIMENS, COLLECTION OF 
THERMOMETERS, USE OF 
TRACHEOTOMIES, SUCTIONING AND CARE OF 
TUBE FEEDINGS, NASOGASTRlC/GASTROSTOMY 
URINARY CATHETERS 
VISITORS 
WASTE MANAGEMENT, INFECTIOUS 
WOUND fNFECTIONS, PREVENTION OF 
WOUND CAREfrREA TMENT GUIDELINES 
WOUND CARE PROCEDURE FOR MAJOR WOUNDS 
WOUND CARE SUMMARY FOruM 
SECTION 7 
DEPARTMENTAL POLICIES 
BEAUTICIANIBARBER SERVICES 
DIETARY SERVICES 
HOUSEKEEPING SERVICES 
LAUNDRY SERVICES 
MAINTENANCE DEPARTMENT 
SECTIONS 
OSHA BLOODBORNE PATHOGENS REGULATIONS 
EXPOSURE CONTROL PLAN 
691 
6 
PCRC000941 
( 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
PURPOSE 
SECTION 9 
SCOPE 
DEFINITIONS 
EXPOSURE DETERMINATION 
CONTROL METHODS 
HBV V ACCINA TION 
POST EXPOSURE EV ALUATION 
TRAINING AND EDUCATION 
RECORD KEEPING 
TUBERCULOSIS CONTROL PLAN 
TUBERCULOSIS CONTROL PLAN POLICY 
ADMINISTRATIVE CONTROLS 
ASSIGNMENT OF RESPONSmILITY 
ruSK ASSESSMENT 
ADMISSIONS 
PROSPECTIVE EMPLOYEES 
ANNUALPERSONNELSCRE~G 
EXPOSURE INCIDENTS 
DOCUMENTATION OF OCCUPATIONAL EXPOSURE 
INFORMATION AND TRAINING 
ENGINEERING CONTROLS 
RISK ASSESSMENT FORM 
692 
7 
PCRC000942 
( 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
ELEMENTS OF A TB INFECTION CONTROL PROGRAM 
EMPLOYEE 1'8 SKIN TESTING SUMMARY 
RESIDENT SUMMARY OF TB SKIN TESTING/FOLLOW-UP 
ANNUAL EMPLOYEE TB ASSESSMENT FORM 
SECTION 10 
PERFORMANCE IMPROVEMENT 
PERFO~CEIMPROVEMENTPLAN 
PI MONITORING FORM 
COMPLIANCE ROUNDS FORMS 
SECfION 11 
FOLEY CA mETERS, MAINTENANCE OF 
LAUNDRY AND LINEN HANDLING 
TIJBE FEEDING 
CLEANLINESS/SANITATION 
UNIVERSAL PRECAUTIONS 
DOCUMENTATION OF INFECTIONS 
DRESSINGS 
SUGGESTED REFERENCE BOOKS 
DIETARY SERVICES 
HOUSEKEEPING 
LAUNDRY 
MAINTENANCE 
693 
8 
PCRC000943 
(' 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
SECTION 1 - INFECTION CONTROL PROGRAM 
694 
PCRC000944 
I ( 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
I. GOALS 
The goals of the Infection Control Program are to: 
A. Decrease the risk of infection to patients and personnel. 
B. Monitor for occurrence of infection and implement appropriate control 
measures. 
C. Identify and correct problems relating to infection control practices. 
D. Insure compliance with state and federal regulations relating to infection 
control. 
II. SCOPE OF THE INFECTION CONTROL PROGRAM 
The Infection Control Program is comprehensive in that it addresses detection, 
prevention and control of infections among patients and personnel 
THE MAJOR ACTIVmES OF THE PROGRAM ARE: 
A SURVEILLANCE OF INFECTIONS 
There is on-going monitoring for infections among patients and personnel 
and subsequent documentation of infections that occur. 
B. IMPLEMENTATION OF CONTROL MEASURES 
Prevention of spread of infections is accomplished by use of Universal 
Precautions and other barriers, appropriate treatment and follow-up, and 
employee work restrictions for illness. 
C. PREVENTION OF INFECTION 
Staff and patient education is done to focus on risk of infection and· 
practices to decrease risk. Policies, procedures and aseptic practices are 
followed by personnel in perfonning procedures and in disinfection of 
equipment. Immunizations are offered as appropriate to patients and 
personnel to decrease the incidence of preventable infectious diseases. 
m DIVISION OF RESPONSIBILITIES FOR INFECTION CONTROL 
ACTIVITIES 
The administrator is ultimately responsible for the Infection Control Program. 
A. INFECTION CONTROL PRACTITIONER 
Responsibility is delegated to the Infection Control Practitioner (ICP) to 
carry out the daily functions of the Infection Control Program. Those 
functions are described in the ICP job description. The ICP has knowledge 
and interest in Infection Control. 
10 
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INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
B. INFECTION CONTROL COMMITfEE 
The Infection Control Committee meets quarterly as part of the Quality 
Assurance Committee and provides input and direction for the Infection 
Control Program. Policies and procedures relating to Infection Control are 
approved by the committee. Reports of infections are presented to the 
committee which recommends actions and control measures when needed. 
IV. REPORTING MECHANISMS FOR INFECTION CONTROL 
A. Patient Infection Cases are monitored by the ICP. The Iep completes the 
line li$ting pf illfections and the monthly r~por1 form and reports.: 
1. Monthly to the AdministratorlDirector of Nursing 
2. Quarterly to the Infection Control Committee. 
B. Employee Infections are reported by the employee to the employee's 
supervisor to the ICP. The Iep completes the employee infection report 
fonn and reports: 
1. Monthly to the Administrator 
2. Quarterly to the Infection Control Committee. 
C. Compliance With Infection Control Practices is monitored and 
documented by: 
1. Staff evaluation 
2. Observation of Practices 
The Iep, Director of Nursing and Department Managers review 
the compliance monitoring and initiate appropriate actions. 
V. UPDATING THE INFECTION CONTROL PLAN 
The Infection Control Plan will be reviewed annually by the Infection Control 
Committee. 
NOTE: Policies and procedures of the Infection Control Program may be 
found in the Infection Control Manual. Minutes of the Infection 
Control Committee meetings are maintained. 
11 
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JOB DESCRIPTION 
POSITION TITLE: Infection Control Practitioner 
REPORTS TO: Administration 
JOB SUMMARY: Evaluates quality of patient care and patient outcomes as they 
relate to nosocomial infections; collects, prepares and analyzes 
nOSQQ.umiaUnfectWn.data; presents infection.data.and .makes ... 
recommendations for actions; monitors employee compliance in 
use of barriers and infection prevention measures; prepares and 
presents educational offerings for the staff; serves as a resource to 
all departments and personnel. 
QUALIFICA nONS: 
1. Holds a current state license as an LPN, RN or medical technologist or has 
equivalent health care experience. 
2. Completion of a basic training program for infection control. 
3. Ability to develop policies and procedures. 
4. Ability to teach and evaluate clinical perfonnance. 
DUTIES AND RESPONSIBILITIES: 
1. Does on-going monitoring of nosocomial infections. 
2. Assesses infection control problems and makes recommendations for corrective 
action. 
3. Prepares the agenda for the Infection Control Committee. 
4. Monitors infection control practices and employee compliance. 
S. Serves as a resource for all departments and personnel. 
6. Initiates and revises infection control policies and procedures. 
7. Conducts outbreak investigation and initiates control measures. 
8. Reports communicable disease to the state as required by law. 
9. Provides educational offerings for orientation and on going in services. 
10. Consults with department heads and physicians as needed to improve care. 
11. Initiates follow-up on employee/patient exposures to communicable diseases. 
12. Participates in quality improvement activities. 
13. Participates in short and long range planning for the infection control department 
14. Performs other duties as directed. 
PHYSICAL AND SENSORY REQUIREMENTS 
(With or without the Aid of Mechanical Devices) 
Must be able to move intermittently throughout the work day. 
697 
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Must be able to speak and write the English language in an understandable 
manner. 
Must be able to cope with the mental and emotional stress of the position. 
Must possess sight/hearing senses or use prosthetics that will enable these senses 
to function adequately so that the requirements ofthe position can be fully met. 
Must function independently, have flexibility, personal integrity, and the ability to 
work effectively with residents, personnel, and support agencies. 
Must meet the general health requirements set for by the policies of this facility 
which include a medical and physical examination. 
Must be able to push, pull, move and/or lift a minimum of __ pounds to a 
minimum height of~ feet and. able to push,puU, move, .andlor .cauysuch ..... . 
weight a minimum distance of __ feet. 
May be necessary to assist in the evacuation of residents during emergency 
situations. 
Acknowledgment 
I have read this job description and fully understand the requirements set forth. therein. I 
hereby accept the position of Infection Control Practitioner and agree to perform the 
identified essential functions in a safe manner and in accordance with the facility's 
established procedures. I understand that as a result of my employment. I may be 
exposed to blood, body fluids. infectious diseases, air contaminants (including tobacco 
smoke), and hazardons chemicals and that the facility will provide to me instructions on 
how to prevent and control such exposures. I further understand that I may also be 
exposed to the Hepatitis B Virus and that the facility will make available to me, free of 
charge, the hepatitis B immunization. 
I understand that my employment is at-will, and thereby understand that my employment 
may be tenninated at-will either by the facility or myself, and that such termination can 
be made with or without notice. 
Date Signature-Infection Control Practitioner 
Date Signature-Administrator 
13 
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QUALITY ASSURANCEIINFECTION CONTROl. COMMITTEE 
I. RESPONSIBILITY: 
The Infection Control Committee is responsible for the investigation, control; and 
prevention of nosocomial infections. Department Heads are responsible for 
monitoring staff performance to insure that the policies and procedures are 
executed. The Infection Control Committee meets at least quarterly as part of the 
Quality Assurance Committee. 
II. PURP()SE: 
Prevention and control of nosocomial infections. 
III. AUTHORITY: 
To take immediate and appropriate action to correct any deficiencies relating to 
infection control that creates a hazardous condition. 
IV. REPORTING: 
The I CP proposes infection reports and presents them to the committee. Problems 
are identified and actions are planned for resolution. 
V. MEMBERSHIP: 
Quality Assurance/Infection Control Committee is composed of the following: 
A. Administrator 
B. Director of Nursing 
C. Director of Quality Assurance 
D. Medical Director 
E. Safety Officer 
F. Pharmacist 
G. Infection Control Practitioner 
H. Department Heads 
1. Others as appropriate 
14 
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AUTHORITY OF THE QUALITY ASSURANCE/INFECTION CONTROL 
COMMITTEE 
PURPOSE: To delegate authority to the Quality Assurance/Infection Control 
Committee to take actions in emergency/crisis situations. 
POLICY: Authority is given to the Committee through the Infection Control 
Practitioner (Iep) and/or the Chainnan to make the necessary decisions or 
take appropriate actions if there is deemed to be a danger to residents or 
empIQY~.~~related J~dm~£tiQ~ or inf~tion ~ontml, 
Administrator 
Medical Director 
Date 
l5 
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MlNUTES OF DATE CHAIRMAN 
-------- --- ---
ATTENDING: ABSENT: 
LOCATION ________ _ TIME ___ _ 
TOPIC DISCUSSION/ ACTIONS FlU 
RECOMMENDATIONS 
---
... - .. '. -~. . - .... '-
.•.. 
-
.... ~-' , .--.... 
--
, 
( 
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SECTION 2 - INFECTION CONTROL SURVEILLANCE 
( I 
.I 
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SURVEILLANCE 
PURPOSE: To have knowledge of patient and employee infections so appropriate 
actions/follow-up may be done and to guide prevention activities. 
POLICY: The Infection Control Practitioner does surveillance of infections among 
patients and employees. 
I. The Infection Control Practitioner does surveillance of nosocomial infections by: 
A. Revi~~ _C?f .. Cl;lLtur~repQ~~ J~ll(~ ~tP.erp~ine.~~ la!'-~~!a .. 
B. Nurse consultation and referral 
C. Chart review 
D. Review of the Infection Communication fonn 
E. Personal consultation by employees 
F. Follow-up on communicable disease exposure 
O. Review of employee's physical assessments 
H. Maintenance of the employee infection record 
1. Physician consultation 
II. Specific definitions of nosocomial infections are used consistently. (See 
"Definitions II) 
Nosocomial infections are reported monthly on the: 
A. Nosocomial Infection Summary 
B. Line Listing of Patient Infections 
III. Reporting of infections to the Health Department is done as required by law. 
18 
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NOSOCOMIAL INFECTION SUMMARY 
MONTH/YEAR 
TOTAL UNIT 1 2 j 4 
Urinary Tract 
Respiratory 
Upper 
. - " ... - ~ .". -~. . 
. , ... .. ... ..... --'." ~ ...... ~ .- --. ~-.. ~-
Lower (Pneumonia) 
Wound 
Surgical 
Decubitus 
Other (skin) 
Conjunctivitis 
Gastroenteritis 
Sepsis (Bloodstream) 
Other 
TOTAL BY FLOOR OR UNIT 
This month's total: This month's rate: Last month's rate: __ 
---- ----
NEW CASES OF INFECTION FOR THE MONTH 
INFECTION RATE = x 100 
AVERAGE CENSUS FOR THE MONTH 
SPECIFIC INFECTION PROBLEMS IDENTIFIED TIllS MONTH (IF ANY): 
ACTIONS TAKEN RELATING TO THE PROBLEMS IDENTIFIED: 
( , 
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NOSOCOMIAL INFECTION SUMMARY 
MONTH/YEAR 
TOTAL UNIT 1 1. j 4 
Urinary Tract 
Respiratory 
.-- Upper 
.. . _- ... , . ~ ,_ ... ... ••• ..~, K" ."." . , .. ' .. , ... .. ... - .. - .. ~ ... - ~ ..... -~ 
Lower (Pneumonia)' 
WOWld 
Surgical 
.'-' 
Decubitus 
Other (skin) 
Conjunctivitis 
Gastroenteritis 
Sepsis (Bloodstream) 
Other 
TOTAL BY FLOOR OR UNIT 
This month's total: __ This month's infections per 1000 resident days: __ _ 
NEW CASES OF INFECTION FOR TIlE MONTIi 
INFECTIONS PER 1000 PATIENT DA YS= xlOOO 
TOTAL PATIENT DAYS FOR THE MONni 
SPECIFIC INFECTION PROBLEMS IDENTIFIED nns MONTH (IF ANY): 
ACTIONS TAKEN RELATING TO THE PROBLEMS IDENTIFIED: 
( 
20 
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LINE LISTING OF PATIENT INFECTIONS 
NAME/ SYMP· CULTURE TREATMENT ACTIONS NY CAl 
ROOMI TOMS RESULTS (IF NEEDED) 
M.D. DATE/SITE 
, , .. ,~ ... ~ 
-, --~ . ..... . . ~ - - .. .~, .. ~ . . -., . . ,-~ ... 
. ... __ .. 
, 
~-
NI = nosocomial infection 
CAl = community acquired infection 
21 
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DEFINITIDNS OF INFECTIONS 
FOR SURVEILLANCE ACTIVITIES 
In order to have reliability and validity of surveillance data. specific definitions of 
infections must be used consistently. The following summary of definitions for long-
tenn care is adapted from definitions published by McGeer et al in 1991. 
Reference: 
,~ ..... ........ . ... -., .. ~ ............. ~-...... ,. __ . --_., .. -._ .. -.-.. , 
McGeer A, Campbell B, Emori TG, et al. Definitions of infection for surveillance in 
long-tenn care facilities. Am J Infect Control 1991; 19: 1-7. 
22 
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SITE: UPl'ER RESPIRATORY 
Criteria 
COMMON COLD SYNDROMES 
Conditions 
TWO or more of; 
-Running nose or sneezing 
Symptoms must be acute and not related to 
allergy (seasonal or medication) 
-Stuffy nose(Le., nasal congestion) 
-Sore throat or hoarseness or difficulty 
_ swallowing .. ..... ...... . 
-Dry cough 
-New swollen or tender glands in the neck 
(i.e.tcervicallymphadenopathy) 
Criteria 
Diagnosis by a physician of any ear 
infection or 
Any new drainage from one or both ears 
Comments 
Fever not required, but does not exclude 
diagnosis 
EAR 
MOUTH (AND PERI-ORAL) 
(Includes oral candidiasis) 
Criteria 
Diagnosis by physician or dentist of any 
infection 
SINUSITIS 
Criteria 
Diagnosis by a physician 
Criteria 
INFLUENZA-LIKE ILLNESS 
Conditions 
Fever and THREE or more of: 
·Chills 
-Headache or eye pain 
-Malaise or loss of appetite 
-Sore throat 
-Dry cough 
Symptoms must be acute and 
Must be during influenza season 
Comments 
When this defInition is met, it takes 
precedence over others 
708 
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SITE: LOWER RESPIRATORY 
PNEUMONIA 
Criteria 
Interpretation by a radiologist of a chest x-
ray as demonstrating pneumonia, probable 
pneumonia, or presence of an infiltrate with 
a compatible clinical syndrome 
Criteria 
QIl-IER LOWER RESPlRA TORY 
Comments 
THREE or more of: 
-New or increased cough 
-New or increased sputum production 
-Fever 
-pleurisy chest pain 
-New physical findings on chest pain 
(rales, rhonchi, wheezes, bronchial 
breathing) 
ONE or more of: 
-New shortness of breath 
-Increased respiratory rate (>25/min.) 
-Change in mental status 
-Change in functional status 
SITE: URINARY TRACT 
Symptoms must be acute and either no 
chest x-ray, or x-ray does not meet the 
above criteria for pneumonia 
Criteria 
SYMPTOMATIC URINARY TRACT INFECTION 
Conditions 
A. RESIDENT WITHOUT CATHETER 
THREE or more of: 
-Fever or chills 
-New burning pain on urinating, or 
frequency or urgency 
Symptoms must be acute and If an 
appropriately collected and processed urine 
culture was taken and the resident was not 
receiving antibiotics at the time, then that 
culture must-be positive 
-Flank or suprapubic pain or tenderness 
-Change in character of urine (visual, or by 
smell, or by lab testing) 
-Change in mental or functional status, 
including new or worse incontinence 
B. RESIDENT WITH CATHETER 
TWO or more of: 
For the catheterized resident, no other 
source of fever is present 
709 
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-Fever or chills 
-Flank or suprapubic pain or tenderness 
-Change in character of urine 
-Change in mental or functional status 
SITE: GASTROINTESTINAL TRACT 
Comment 
Asymptomatic bacteriuria may be recorded 
separately 
Criteria 
GASTROENTERITIS 
Conditions 
THR$E or..!lloz:~.J99.~~LQ.r.w~~ry.~~QQls. _ . 
above what is normal for the resident in a 
24 hour period or 
THREE or more episodes of vomiting 
within a 24 hour period or 
Stool culture positive for a pathogen 
(Salmonella, Shigella, Campylobaeter 
species, or Clostridium dijficiJe) with a 
compatible clinical syndrome 
SITE: SKIN 
Por..the firs.t.tw.o.criteria..there must be no .. _. 
evidence of a non-infectious cause; e.g., for 
diarrhea: laxative, change in tube feeds or 
medication; for vomiting: change in 
medication, peptic ulcer disease 
CELLULITIS/SOFT TISSUElWOUND 
Criteria 
Pus is present at a wound, skin. or soft 
tissue site or 
FOUR or more of: 
-Fever (and, at this site of infection, new or 
increasing:) 
-Heat 
-Redness 
-Swelling 
-Tenderness 
-Serous drainage 
Criteria 
FUNGAL SKIN INFECTION 
Conditions 
Maculopapular rash and physician 
diagnosis or labomtory confinnation 
No evidence of a non-infectious cause( e.g., 
allergy to new medication) 
HERPES SIMPLEX (cold sores) or HERPES ZOSTER (shingles) 
Criteria 
Vesicular rash and physician diagnosis or 
25 
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laboratory confirmation 
Criteria 
SCABIES 
Conditions 
Maculopapular and/or itching rash and 
physician diagnosis or laboratory 
confirmation 
SITE: EYE 
If there is no laboratory confirmation, then 
there must be no evidence of a non-
infectious cause 
. . .-. .-. 
CONJUNCTIVITIS 
Criteria 
Pus appearing from one or both eyes> 24 
hours 
"pink eye" (Le., conjunctival redness, often 
with itching or pain), present for >24 hours 
SITE: GENERALIZED 
Conditions 
No evidence of trauma (e.g., foreign body) 
or allergy as a cause 
Criteria 
PRIMARY BLOODSTREAM 
Conditions 
TWO or more blood cultures are 
documented with the same organism or 
A single blood culture is documented with 
an organism thought not to be a 
contaminant, and 
ONE of the following: 
-Fever or new hypothermia 
-Drop in systolic blood pressure of>30 
mmHg over baseline 
-Change in mental or fimctional status 
Organism in blood culture is not related to 
infection at another site (bloodstream 
infection would then be classified as 
secondary) 
Criteria 
UNEXPLAINED FEBRILE EPISODE 
Conditions 
Documentation in the medical record or 
fever on 2 or more occasions at least 12 
hours apart in any three day period 
No known infections or noninfectious 
cause for the fever (e.g., infection at any 
site, medication) 
711 
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CHANGE IN 
CHARACTER 
OF URINE: 
< ••• -
CHANGE IN 
FUNCTIONAL 
STATUS: 
CHANGE IN 
MENTAL 
STATUS: 
COMPATIBLE 
CLINICAL 
SYNDROME: 
DIAGNOSIS BY 
A PHYSICIAN: 
EAR INFECTION: 
FEVER: 
GLOSSARY 
Any significant change in the gross (e.g.; new bloody urine, foul 
smell or amount of sediment) or microscopic (new pyuria or 
microscopic hxaematuria) character of the urine. For microscopic 
changes, this means that the results of a previous urinalysis must 
be on the chart. There is no time limit on when the previous 
urinalysis may have been done. 
A significant change in the resident's ability or willingness to carry 
out activities of daily living. For instance, new incontinence, new 
inability to walk to the dining room or increased difficulty in 
transfers would all be recorded as change in functional status. 
A significant change in the resident's cognitive function: for most 
residents, this will mean an increased level of confusion (e.g., new 
non-recognition of nurses). 
An acute illness with symptoms related to the relevant system 
(respiratory or gastrointestinal). In general, the symptoms will be 
some of those included in the definitions for either lower 
respiratory infection or gastroenteritis. but the criteria for the 
infection need not be met 
Requires one of: a written note by a physician specifying 
diagnosis, a nursing note specifying that a diagnosis was made by a 
physician or a verbal report from either a physician or nurse that a 
specific diagnosis has been made. 
Includes infections of the external ear (otitis externa), middle ear 
(otitis media) or internal ear (otitis internal, labyrinthitis, vestibular 
neuronitis) . 
A single temperature, taken by any route, of> 38° C. 
HYPOTHERMIA: A temperatW'e which is below 34.5° C or which does not register 
on the thermometer being used. 
27 
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LABORATORY 
CONFIRMATlON: With respect to skin infections, acceptable lab confinnation 
consists of: 
1. Candida: positive culture from swab 
2. Other fungi: positive culture from scraping 
3. Herpes zoster or shingles: positive electron microscopic (EM) 
findings from scraping or posHive culture of scraping or 
swab (note that EM cannot distinguish different species of 
.... . .... Jle~~__ . ..... . .. __ ........... __ . ___ .. . 
NEW PHYSICAL 
FINDINGS ON 
CHEST EXAM: 
ORGANISM 
THOUGHT 
TOBEA 
CONTAMINANT 
(in blood culture): 
CONJUNCTIVA: 
FLANK: 
L YMPHADENO· 
PATHY: 
MACULOPA~ 
PULAR: 
4. Scabies: positive microscopic exam of scrapings 
New findings on examination of the chest with a stethoscope 
which suggest pneumonia: i.e., rales (crackles), rhonchi (wheezes) 
or bronchial breathing. 
Organisms which are common skin flora may contaminate blood 
cultures and a single blood culture positive for one of these may be 
non-significant. 
MEDICAL TERMS 
Mucous membrane covering the eyeball. 
Side of the body, below the rib cage and above the hip (the area in 
which pain is usually felt in upper urinary tract infections, refened 
to as the "costovertebral angle", is a relatively posterior area of the 
flank: just below the ribs and extending from the side nearly to the 
backbone). 
Enlargement of lymph glands. 
Applied to a rash characterized by abnormally colored (usually 
red) areas of skin, of varying size, which may be either flat or 
slightly raised. 
713 
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MALAlSE: 
PATHOGEN: 
PLEURITIC 
CHEST PAIN: 
PURULENT: 
SEROUS: 
SUPRAPUBIC: 
VESICULAR: 
A feeling of generalized discomfort or uneasiness or being "out-of 
sortsll. 
A microorganism capable of causing disease. 
Pain caused by inflammation ofthe pleura (lung lining), a sharp 
pain felt at any site over the rib-cage, which is brought on or made 
much worse by deep breathing. 
Containing the b'y~pmducts of intlanunation. (pus). . .. 
With watery consistency (as opposed to purulent). 
Above the pubic arch (i.e., the area of the bladder. in the central 
lower area of the abdomen). 
Applied to a rash characterized by blister-like lesions (Le., 
localized areas of elevated skin, usually only a few mm in size, 
containing a watery substance). 
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REPORTABLE DISEASES 
PURPOSE: To report diseases to the state as required by law. 
POLICY: Health care facilities are required by law to report certain diseases. A list 
of these diseases and the report fonns may be obtained from your local or 
state health department. 
30 
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OUTBREAK INVESTIGATION FORM 
STEPS OF AN INVESTIGATION 
1. Verify the diagnosis; identify the agent. 
Describe the initial magnitude of the problem and what symptoms got the 
facility's attention. 
What diagnosis has been established? 
What agent (bacterial, viral, other) had been identifIed? 
Develop a case definition (specific criteria for a case)~ 
Example: All residents who have had 3 or more loose stools in the last 24 hours. 
CASE DEFINITION: 
2. Confirm that an outbreak exists. 
Use your case defmition to find all cases. 
Based on your knowledge in # 1, are the numbers of cases above what is endemic 
(usually seen) in the facility? If yes, consider that an outbreak exists. 
(Realize that one case of some organisms may constitute an outbreak, e.g your 
facility's first case of Vancomycin Resistant Enterococcus.) 
Total nwnber of cases so far: DATE: 
-------Do you have an outbreak? --yes __ no 
If yes, proceed. 
3. Search for additional cases. 
Encourage immediate reporting of cases (laboratory, physicians, personnel). 
Search for other cases by retrospective record review, lab reports, etc. 
716 
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Total number of cases: ____ DATE:_~ __ _ 
4. Characterize the cases by person, place, time. 
Person: (Resident characteristics - age, sex, disease, exposures, treatments) 
Place: (Consider ward, haU, room, outside exposures. May use facility maps.) 
Time: What is the period of the outbreak? What is the probable source of 
'exposure1'- .. .. ...... ' ..... ---. --... .. 
Record dates of onset and draw an epidemic curve. 
5. Fonn a tentative hypothesis (best guess at the time). 
Review data to determine common host factors and exposures. Develop a best 
guess on the: reservoir 
--------------------------------------source 
modeo-f~tr-an--sm~is-s7io-n------------------------------
6. Institute preliminary control measures. 
Initiate control measures based on what you know. (Handwashing, isolation, 
cohorting, etc.) Determine if you need outside assistance. 
Control measures: 
--------------------------------------------Date implemented'--___________ _ 
Assistance needed? --yes __ no 
7. Test the hypothesis. 
Many nursing home problems never reach this stage. It may end without 
intervention or simple control measures may cause the problem to cease. 
Special epidemiologic studies may be needed and we may need to seek help. 
8. Refine the control measures. 
9. 
Add additional control measures if needed. Added: 
-------------------
Monitor and evaluate the control measures. 
Are control measures being used appropriately? --yes __ no If no, ensure 
compliance. 
Evaluate control measures. Did cases cease? yes __ no 
717 
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If no, consider additional actions. 
10. Prepare and disseminate a final report. 
This form in a completed state may serve as the final report. Make the report as 
detailed as possible. 
Date of final report:. _________ _ 
Reported to: __________________ _ 
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PURPOSE: 
POLICY: 
OIUENTA TION AND IN-SERVICES 
To insure instruction of persotmel regarding the importance of 
infection control and the use of infection control policies and 
procedures. 
1. All new personnel will attend an orientation program that addresses infection 
C.9.!lg-01~pcl~9:i11g.ba.§iq. j)riQgjpl~~.at)d.th~.jnf~tion kOntrol. .policies ... and.. ... _ ... __ 
procedures of this facility. OSHA bloodbome pathogens regulations and 
tuberculosis will be included. 
II. All personnel will attend at least one mandatory infection control update per year. 
OSHA bloodborne pathogens regulations and TB will be included as well as other 
infection control issues of importance to the facility. 
III. The Iep and Department Managers will conduct one-on-one training with 
personnel as practices are observed and corrections or changes in practice are 
needed. 
35 
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INFECTION CONTROL ORIENTATION 
OUTLINE 
I. General Infection Control Principles 
A. Handwashing 
B. Employee Health 
1. Work restrictions 
2. Reporting of exposures 
3. Vaccines 
C. Patient Infections 
1. Prevention 
2. Recognition and reporting 
a. Definitions of infection 
b. Infection communication form 
c. Verbal reports 
II. Universal Precautions and other barrier precautions 
A. - Reasons for Universal Precautions 
1. OSHA 
2. CDC 
3. Employee protection against bloodbome diseases 
B. Universal Precautions Policy 
( '.' 
',_ .. • 1 
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C. Components of Universal Precautions 
I. Barriers for protection 
a. Review use of gowns, gloves, masks, eyewear, CPR masks 
b. Sharps disposal 
c. Disposal of other wastes 
D. CompHan~.eJ.~1QnitQr~ng .... __ .......... '_" 
1. Staff self -evaluations 
2. Observation of practices 
m. Summary/questions/answers 
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OSHA BLOODDORNE PATHOGENS STANDARD 
EMPLOYEE TRAINING 
OUTLINE 
I. History of the Standard 
A. Hepatitis B 
B. AIDS 
C. CDC Recommendations 
D. OSHA Standard 
II. B1oodborne Diseases 
A. Hepatitis B 
1. Epidemiology 
2. Transmission 
3. Symptoms 
B. HIV Infection 
1. Epidemiology 
2. Transmission 
3. Symptoms 
ID. Exposure Control Plan 
A. Review of each element 
B. Exposure Determination: recognition of tasks requiring occupation 
exposure 
c. Application to specific audience 
IV. Personal Protective Equipment 
A. Types 
B. Use 
C. Location 
38 
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D. Selection 
E. Removal 
F. Handling 
G. Decontamination 
H. Disposal 
v. 
A. Environmental Modifications 
B. Work Practices 
1. Handwashing 
2. Sharps Handling 
3. Other 
VI. Universal Precautions 
A. Overview 
B. Policy Review 
VII. Hepatitis B Immunization 
A. Who is at risk? 
B. Benefits of Immunization 
C. Method of Administration 
1. Dose 
2. Schedule 
3. Site 
D. Side Effects 
E. Consent Form 
F. Declination 
(,'-j" VIII. Exposure Incident 
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A. Definition 
B. Reporting 
C. Follow-up 
IX. Biohazard Signs 
A. Labels 
x. Questions/discussion 
NOTE: A qualified instructor must be available at each training session for 
interactive questions and discussi<?n. 
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TUBERCULOSIS 
EMPLOYEE TRAINING 
OUTLINE 
I. Introduction 
II. Epidemiology 
A. Cases 
1. Three decades of decline in cases 
2. 1985 - 1992 20% increase in cases 
3. 1992: 26,000 new cases 
4. Causes of the increase 
a. HIV infection 
b. Immigrants 
c. Transmission in high-risk settings 
B. High risk populations 
1. Homeless 
2. Foreign born individuals from high prevalence areas 
3. Nursing home residents 
4. Substance abusers 
5. Immune system disease 
6. Anyone with close contact with an undiagnosed or untreated 
individual 
C. Muiti-drug resistant TB (MDR-TB) 
1. Outbreaks in hospitals (FL, NY, GA) 
2. Inappropriate numbers and types of antibiotics and non-
compliance 
3. Reasons for outbreaks: 
a. Delay in identifying TB patients 
b. Ineffective treatment due to resistant strains 
c. Inadequate TB testing of health care workers 
d. Improper isolation or premature discontinuance of isolation 
III. Transmission 
A. Person to person 
41 
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IV. 
B. Airborne particles (droplet nuclei) in nOimal air currents 
·Sneezing, coughing, speaking. singing 
C. Inhaled into the lungs 
D. Definitions: Infection vs. disease 
E. Risk of developing active disease 
1. 
2. 
3. 
4. 
IlTll!!~()com.p.J:'omi~d 
Elderly 
Medical conditions that increase risk 
On long-term steroids 
G. Healthy persons have a 10% lifetime risk of developing disease 
H. Environmental risk factors 
1. Small enclosed spaces 
2. Insufficient dilution or removal of droplet nuclei 
3. Recirculation of contaminated air 
1. Occupational risk 
1. Type health care setting 
2. Patient population 
3. Job category 
4. Services provided (breathing treatments, suctionins. cough-
inducing procedures) 
Signs and symptoms of disease 
A Productive cough grater than 3 weeks 
B. Fever/night sweats 
C. Loss of appetite 
D. Coughing up blood 
E. Fatigue/weakness 
F. Unexplained weight loss 
42 
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V. 1994 CDC Guidelines for Preventing the Transmission of 
M.vcobacterium tuberculosis in Health Care Facilities 
A. Guidelines/recommendations from the Centers of Disease Control 
B. Mandatory enforcement by OSHA 
C. Hierarchy of control measures 
1. 
2. 
3. 
Administrative controls 
'. J~Qgineering contI'91~ 
Respiratory protection 
D. Apply to: hospitals, clinics, ambulatory care facilities, home health care, 
EMS, long term care facilities, homeless shelters, drug treatment shelters, 
physician offices, correctional institutions. __ 
VI. Administrative controls 
A. Supervisory responsibility for TB control program assigned 
B. Initial baseline assessment of actual risk 
1. Facility 
2. Departments 
3. Groups of high-risk employees 
a. Number ofTB patient visits or inpatients 
h. MDR-TB cases 
c. Person to person transmission 
d. PPD test conversion rates 
e. Evaluation of ventilatory patterns and negative pressure 
isolation rooms 
f. Repeat risk assessment at least annually 
C. Protocol for early identification of individuals with active TB 
1. Risk factor 
2. Triage of patients 
3. Airborne precautions for suspect patients 
4. Warning labels outside isolation rooms 
5. Policies re: isolation 
D. Medical surveillance of employees (free of charge) 
1. Pre-placement evaluation 
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a. Requires careful installation, testing. maintenance 
b. All room air circulates through the filter 
c. Portable units are not acceptable substitutes for other 
established measures 
d. Filters remove at least 99.97% of particles greater than or 
equal to 0.3 microns in diameter 
VII. Respiratory protection 
B. Respirators: face masks that remove by filtration airborne particles in the 
range of 1-5 microns in size 
C. Reusable or disposable 
D. Written respiratory protection plan 
1. NIOSH certified respirators available 
2. Clean shaven 
3. Initial fit testing 
4. Physically able to work wearing the respirator 
5. Supervisory responsibility 
6. User to be trained in proper use 
7. Store in clean, convenient condition 
8. Evaluate overall program 
45 
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} SECfION 4 - ISOLA nON FOR COMMUNICABLE DISEASES 
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UNIVERSAL PRECAUTIONS 
PURPOSE: To insure appropriate use of barriers by all employees. 
INTRODUCTION: 
Universal Precautions is an approach to infection control. According to the concept of 
Universal Precautions, all human blood and certain human body fluids are treated as if 
known to be infectious for HIV, HBV and other blood borne pathogens. In addition to 
blood, the following human body fluids require use of Universal Precautions: 
Semen, vaginal secretions, cerebrospinal fluid, synovial fluid, pleural fluid, 
pericardial fluid, peritoneal fluid, amniotic fluid, saliva in dental procedures, any 
body fluid that is visibly contaminated with blood, and all body fluids in 
situations where it is difficult or impossible to'differentiate between body fluids. 
The term "body fluids" will refer to the above listed fluids. 
POLICY: 
I. UNIVERSAL PRECAUTIONS 
A. 
B. 
c. 
D. 
E. 
Gloves should be worn for touching blood and body fluids, mucous 
membranes, or non-intact skin of all patients, and for handling items or 
surfaces soiled with blood or body fluids. For performing venipuncture or 
other vascular access procedures, gloves are required. 
Masks and protective face shields should be worn during procedures that 
are likely to generate splashes of blood or other body fluids to prevent 
exposures of mucous membranes of the mouth, nose and eyes. 
Gowns or aprons should be worn during procedures that are likely to 
,generate splashes of blood or other. body fluids. 
Hands should be washed before and after each patient contact Hands and 
other sidii'sWfaces' shouicf"bc'washed immediately if contaminated with' 
blood or body fluids. Hands should be washed imInediately after gloves 
are removed. 
Needles should not be recapped by hand, purposely bent or broken by 
hand, removed from disposable syringes except in specific approved 
situations, or otherwise manipulated by hand. After use, disposable 
syringes, needles, scalpel blades, or other sharp items should be placed in 
a puncture resistant container for transport for disposal. The container 
must be labeled or color coded and leak proof on the sides and bottom. 
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F. Pocket masks or other ventilation devices should be used instead of 
mouth-to~mouth resuscitation. 
G. Any staffwith exudative lesions or weeping dermatitis should refrain from 
aU direct patient care and for handling patient care equipment until the 
condition resolves. Cuts and scratches of the hand or arm may be covered 
with a transparent occlusive dressing before gloving. The employee 
should report any of these conditions to the immediate supervisor. 
H. Lab specimens should be placed in a container, which prevents leakage 
during collection. handling, processing. storage, transport or shipping. If 
outside contamination of the primary container occurs, it will be placed 
within a second container. 
1. Spills of blood or other body fluids should be removed and then the are 
decontaminated with bleach 1: 1 0 solution or other disinfectant. Gloves 
should be worn during cleaning and decontamination. 
J. Soiled linen should be handled as little as possible. Gloves should be worn 
to handle wet linen. 
K. Waste should be bagged in impervious bags. 
II. ADDITIONAL PRECAUTIONS 
A. Additional precautions wiJI be used with Universal Precautions when 
required to reduce the risk of airborne transmission of infectious agents. 
These airborne infections include, but are not limited to tuberculosis, 
varicella and measles. 
B. The major emphasis of these additional precautions includes: 
.1. Use of masks for persons sharing air space with the. infected 
patients. 
2: PlaCing the patient in a room that has loWer or negative air pressUre 
compared with surrounding areas. . 
3. Reducing contamination of the air in the room by dilution and 
removal of airborne contaminants. 
C. Patients requiring additional airborne precautions must a) be in a private 
room or b) share a room with a roommate with the same infectious 
disease. The door to the room must remain closed and a sign must be 
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D. 
E. 
placed on the door to warn those who enter that precautions are required 
(specifically that a mask must be worn). 
See TB policies for specific handling of any resident suspected of having 
TB. 
Please note: Many long-term care facilities do not have the engineering 
controls to be able to prevent transmission by the airborne route. In 
this situation, the resident would have to be transferred out of the 
facility. 
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Employee's 
STAFF SELF·EVALUATION OF INFECTION 
CONTROL PRACTICES 
Name: Date: _________ _ 
Circle the most correct response: Always (A) Usually (U) Sometimes (S) 
Never (N) Not applicable (NA) 
1. Do you wash your hands before and after each patient contact? 
A USN N/A 
2. Do you have access to needed supplies? 
A U s N N/A 
3. Do you use gloves for contact with blood and body fluids? 
A USN N/A 
4. Do you use masks or protective face shields for procedures that are likely 
to generate splashes of blood or other body fluids? 
A USN' N/A 
5. Do you wear gowns or aprons for procedures that are likely to generate 
splashes of blood or other body fluids? 
A USN N/A 
6. Do you clean spills of blood or other body fluids with Bleach 1:10 
Solution or another approved gennicidal agent? 
A USN N/A 
7, Do you use gloves to handle wet linen? 
A U~-S N N/A 
8. Do you bag all infectious waste as indicated by the.facilitYs policy? 
A USN N/A 
. 9', .. Do you followairhome precautions when calfedfor? 
A USN N/A 
10. Do you dispose of needles without recapping, breaking or bending? Do 
you dispose of all sharp items in a puncture resistant container? 
A USN N/A 
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11. Do you place lab specimens in a zip-lock plastic bag for transport to the 
lab? 
A u s N N/A 
Do you have any suggestion that would help us protect you as an 
employee? 
Yes No 
---
Commen~, ____________________________________ __ 
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MONITORING COMPLIANCE WITH INFECTION 
CONTROL POLICIES 
1. Were hands washed appropriately before and after patient contact? 
Yes__ No __ 
2. Were gloves worn for contact with blood and body fluids? 
Yes__ No __ 
3. Was a face shield/eye protection worn if needed? 
Yes No 
4. Was a gown or apron used for protection of clothing when needed? 
Yes__ No __ 
5. Were lab specimens bagged? 
Yes No __ __ 
6. Were spills of blood or body fluids cleaned with bleach or disinfectant? 
Yes__ No __ 
7. Was wet linen handled with gloves? 
Yes__ No __ 
8. Was waste bagged appropriately? 
Yes__ No __ 
9. Were airborne precautions used when needed? 
Yes__ No __ 
10. Was care giver free of skin lesions? 
Yes No 
11. Were any cuts or scratches on the hand or forearm covered with an occlusive 
dressing? 
Yes No 
Supervisor or ICP __________________________________________ _ 
Employee __________________ Date, ____ _ 
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HANDLING ANDIOR DISPOSING OF USED NEEDLES 
PURPOSE: To provide guidelines for the safe handling and disposal ofused needles. 
L EQUIPMENT AND SUPPLIES 
A. Sharps container; 
B. Gloves (as indicated); and 
C. Other as necessary or appropriate. 
II. SAFETY PRECAUTIONS 
A. After use, discard the needle without recapping into the sharps container. 
B. If recapping is absolutely indicated, and the sharps container is not readily 
available, the cap should be reapplied using one of the fol1owing methods 
before leaving the point of use: 
1. Use a needle-recapping device (e.g. stationary cap-holding device); 
or 
2. l>lace the cap on a horizontal surface and use the one-hand scoop 
method to slide the needle into the cap. 
C. Used needles must be placed in the sharps container. Do not bend, 
break, or cut needles. When the sharps container is 75% to 80% filled, 
the container must be stored until picked up by a licensed vendor for 
proper disposal. 
D. Needles, used or unused, may not be discarded into trash receptacles. 
E. In the event of a needlestick injury, the employee should; 
1. Immediately wash the wound with soap and running water; 
2. Cause the injured site to bleed; 
3. If desired, apply alcohol or hydrogen peroxide to the wound; and 
4. Notify the infection control coordinator of the incident as soon as 
practical. 
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III. PROCEDURE GUIDELINES 
A. Remove the cap carefully from the needle. If a recapping device is to be 
used to resheath the needJe, place the cap, open end UPt into the holding 
device. Do not recap the needle by band. 
B. If a sharps container is not available and the recapping device is being 
used, carefully, without holding the device with the other hand, slide the 
used needle into the cap. Apply pressure to assure that the cap is snug. 
C. Place capped needle on the tray. Carry the needle to the sharps container 
and discard. 
D. If the sharps container is readily available, place the uncapped needle 
directly into the container. 
E. If a one-hand scoop method is necessary for recapping a needle, it must be 
performed in a safe manner. One-hand recapping may only be used when 
recapping at the site is necessary and no other alternative is available. 
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USING GLOVES 
PURPOSE: To provide guidelines for the use of gloves for resident and employee 
protection. 
I. EQUIPMENT AND SUPPLIES 
A. Gloves 
II. MISCELLANEOUS 
A. When gloves are indicated, disposable single-use gloves should be worn. 
B. Used gloves should be discarded into the waste receptacle inside the room. 
C. Sterile gloves should be used only in perfonning sterile procedures (e.g. 
Foley insertion). 
D. Nonsterile gloves should be used primarily to prevent the contamination 
of the employee's hands when providing treatment or services to the 
resident and when cleaning contaminated surfaces. 
E. Wash bands after removing gloves. Gloves do not replace hand washing. 
F. Disposable (single-use) gloves must be replaced as soon as practical when 
contaminated or as soon as feasible ifthey are tom or punctured and when 
they exhibit signs of deterioration or when their ability to function as a 
barrier is compromised. 
n. WHEN TO USE GLOVES 
A. Gloves should be used: 
1.. When touching excretions, secretions, blood, body fluids, mucous 
membranes or non-intact skin; 
'··-2.- ··--Wilen·the employee's hands have any cuts, scrapes, woumIs, 
chapped skin, dermatitis, etc.; 
3. When cleaning up spills or splashes of blood or body fluids; 
4. When handling potentially contaminated items; 
5. When it is likely that hands will come in contact with blood, body 
fluids, or other potentially infectious material; 
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6. When performing phlebotomy or starting an IV. 
111. I)ROCEDURE GUIDELINES 
A. Putting on sterile gloves: 
1. Obtain gloves. (NOTE: If gowning procedures are used, put 
gloves on after putting on the gown so that the cuff of the gloves 
can be pulled over the sleeve of the gown.) 
2. Open the package. Do not touch the gloves. 
3. Wash hands. 
4. With one hand, grasp a glove by the inside of the cuff. Insert 
opposite hand into the glove. Leave the cuff turned down. 
5. Pick up the remaining glove with gloved hand. Insert ungloved 
hand into the second glove. 
6. Pull up cuffs. 
B. Removing gloves: 
). Using one hand, pull the cuff down over the opposite hand turning 
the glove inside out. 
2. Discard the glove into a desigDated waste receptacle. 
3. With the ungloved hand, pull the cuff down over the opposite hand 
turning the glove inside out. 
4. Discard the glove and glove package into the designated waste 
receptacle. 
5. Wash hands. 
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COMPLIANCE MONITORING -
INFECTION CONTROL 
PURPOSE: To provide a system of monitoring to insure that employees are following 
established policies regarding infection control practices. 
POLICY: 
I. 
n. 
NOTE: 
The Infection Control Practitioner will establish the methods for 
compliance monitoring for infection control. She will use the fonowing to 
evaluate compliance. 
STAFF SELF-EVALUATIONS 
Each employee providing direct patient care will be given self-evaluation 
fonns to complete every six months. The fonns will be reviewed by the 
Infections Control Practitioner and any problems will be discussed with 
the individual employee. 
OBSERVATION 
Each new employee providing direct patient care will be observed during 
orientation. Specific items related to compliance with infection control 
policies will be included on the evaluation form. Specific problems will 
be discussed with the individual employee involved. Any problems will 
be evaluated by the Infection Control Practitioner and incorporated into 
the infection control report. The infection control report is prepared by the 
Infection Control Practitioner and presented quarterly to the Infection 
Control Committee. 
See Staff Self-Evaluation - Infection Control practices and observation 
form. 
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METHICILLIN RESISTANT STAPHYLOCOCCUS 
AUREUS (MRSA) 
PURPOSE: To prevent transmission of MRS A from patients colonized or infected 
with Methicillin Resistant Staphylococcus Aureus (MRSA). 
POLICY: 1n caring for patients with MRSA, the following precautions will be 
observed. 
I. HANDW ASHING 
'fhorough handwashing will be done after caring for the patient. 
II. ROOM ARRANGEMENTS 
I t is refera with MRSA to be coho 
specific area with MESA patients). A private room may be needed in special 
circumstances, e.g. copious drainage not contained by a dressing or respiratory 
infection caused by MRSA. Confmements to the room will depend on the 
patient's condition, personal hygiene and ability to comply with instructions. 
III. MASKS 
Masks may be needed for close contact with patients ifMRSA is in the 
respiratory tract and the resident is COUghing. 
IV. GOWNS OR APRONS 
Gowns or aprons are indicated if it is likely that the clothing will be soiled with 
the infectious material (e.g. sputum, would drainage, urine). 
V. GLOVES 
Gloves should be worn when touching the infectious material is anticipated. 
Trash and linen will be handled in the same manner as all trash and linen in the 
facility. 
VII. UNIVERSAL PRECAUfIONS 
Universal Precautions are used in the care of all patients. This policy does not 
change the need for caution in touching all blood and body fluids. 
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VIII. SURVEILLANCE CULTURES 
In some circumstances, the Infection Control Committee may choose to do 
surveillance cultures of patients or personnel (nares, axilla.. groin). Surveillance 
cultures for MRSA are not routinely done. 
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MRSA RECOMMENDATIONS 
GENERAL RECOMMENDA nONS FOR LONG-TERM CARE FACILITIES 
General infection control measures are appropriate for preventing spread of MRSA. as 
for other types of infecting organisms. 
I. Procedure Recommendations 
A. Inform all employees about resistant organisms and how to deal with 
them. 
B. Observe universal precautions at all times. It is not practical or possible to 
know all persons colonized or infected with MRSA or other resistant 
organisms. These precautions must include: 
1. Washing hands before and after contact with residents. A written 
protocol detailing proper hand washing technique should be 
available to all staff for reference. An antimicrobial hand soap 
may be useful when dealing with MRSA contamination. 
2. Wearing gloves when in contact witb any body substances and 
using proper bandwashing technique. 
3. Wearing a mask when in close contact with a resident who is 
coughing. 
4. Wearing a water-repellent gown to protect clothes when soiling 
with blood or body fluids is a possibility. 
5. Cleaning the resident's environment (horizontal surfaces, etc.) 
daily and when visibly soiled. 
6. Disinfecting resident equipment (blood pressure cuffs, 
stethoscopes, etc.) between residents. Do not share resident 
personal items. 
n. Policy Recommendations 
A. Colonization with resistant organisms such as MRSA is neither an 
indication for hospitalization nor a reason to restrict admission to a long-
term care facility. 
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B. Isolation of residents coloni7..ed with resistant organisms such as MRSA is 
not indicated under most circumstances. 
C. Infections with resistant organisms such as MRSA should be evaluated 
and treated on a case-by-case basis. 
Reference: Recommendations for Control of Methicillin Resistant Staphylococcus 
Aureus in Long-Term Care Facilities. Georgia MRSA Task Force, 1991. 
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MRSA RECOMMENDATIONS 
INFECTION CONTROL RECOMMENDA nONS FOR LONG-TERM CARE 
FACILITIES 
Note: The presence of wounds or other infected or colonized sites should not limit 
procedures such as physical therapy or compromise the level of resident care. 
I. Residents with draining lesions at any site 
A. Cover draining lesions when possible. 
B. Discard soiled dressings in leak-proofbag(s). 
C. Bag all linen. Place wet or damp linen in lea.k-proofbag(s) for transport. 
D. Wear gloves when manipulating the drainage area. Wash hands before 
and after gloving. 
E. Wear water-repellent gowns when soiling of clothes is likely. Remove the 
gown before leaving the resident's room. 
II. Residents with urinary catheters 
A. Change indwelling urinary catheters only when necessary. 
B. Maintain a closed drainage system. 
C. Keep drainage bags off the floor, but below the level of the resident's 
bladder. 
D. Use a separate container for collection of urine from each resident. 
Disinfect the container after each use. Avoid touching the container with 
the catheter bag or drainage spout. 
. ·R:···· ..... wash ·aD:iftfioroughlY· dry"theresideiii's· perineal area a minimum of once 
per day or anytime it becomes soiled. 
F. Secure the catheter to the resident to avoid tension on the urinary catheter. 
O. Wash hands after manipulating the catheter or collecting urine. 
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Ill. Residents with respiratory symptoms 
A. Teach the resident to cough into a tissue and provide a bag for its disposal. 
Encourage resident to wash hands frequently. 
B. Wear gloves when providing tracheostomy care, suctioning or giving 
mouth care. 
C. Wear masks when in close contact with a resident who is coughing (e.g., 
when suctioning or giving mouth/tracheostomy care). 
D. Wash hands after removing gloves when touching respiratory secretions. 
Reference: Recommendations for Control of Methicillin Resistant Staphylococcus 
Aureus in Long·Tenn Care Facilities. Georgia MRSA Task Force, 1991. 
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SECTION 5 - EMPLOYEE HEALTH 
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!- - j VANCOMYCIN RESISTANT ENTEROCOCCUS (VRE) 
) 
,. 
PURPOSE: To prevent transmission of Vancomycin Resistant Enterococcus (VRE) in 
the Long-Tenn Care facility. 
POLICY: The following guidelines should be observed for VRE. 
I. GENERAL MEASURES 
A. The Administrator, Director of Nursing, Infection Control Practitioner 
(ICP), and the Infection Control Committee (ICC) should be alerted to any 
caseofVRE. 
B. Surveillance data must be maintained on cases of VRE colonization and 
infection. 
C. Continuing education on VRE may assist in limiting the spread ofVRE. 
II. ISOLATION PRECAUTIONS 
A. 
, 
B. 
/ 
yRE infected or colonized residents should be in private moms or jn the 
same room with other residents with VRE. 
. Gloves should be worn to enter the room of a resident who is VRE 
infected or colonized. 
C. A gown is needed to enter the room of a VRE infected or colonized 
resident if substantial contact with the resident or environmental surfaces 
is anticipated, if the resident is incontinent, has diarrhea, a colostomy. or 
wound drainage not contained by a dressing. 
D. Gowns and gloves should be removed before leaving the resident's room 
and hands must be washed immediately with an antiseptic soap. 
E. Items such as stethoscope, sphygmomanometer, and rectal thermometer 
should be dedicated to lise on tharresident only or a cohort ofVRE 
patients. 
F. Stool cultures or rectal swabs of roommates of residents newly found to be 
infected or colonized with VRE should be taken to detennine their 
colonization status. If colonized, isolation will be implemented. 
G. Isolation may be discontinued once VRE negative cultures have been 
taken on at least three consecutive occasions, one or more weeks apart. 
Cultures must be negative from multiple body sites (rectal, perineal, axilla 
or umbilical, wound, Foley catheter, and colostomy sites, if present). 
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1/·-' .... '. 
i r Reference: Recommendations for Preventing the Spread of Vancomycin Resistance, 
CDC, 1995. 
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HAND WASHING 
PURPOSE: To decrease the risk oftransmission ofiofection by appropriate hand 
washing. 
POLICY: Hand washing is generally considered the most important single procedure 
for preventing nosocomial infections. Antiseptics control or kill 
microorganisms contaminating skin and other superficial tissues and are 
sometimes composed of the same chemicals that are used for disinfection 
of inanimate objects. Although antiseptics and other hand washing agents 
do not sterilize the skin, they can reduce microbial contamination 
depending on the type and the amount of contamination, the agent used, 
the presence of residual activity and the hand washing technique followed. 
1. HAND WASHING 
A. Tum on water to a comfortable warm temperature. 
B. Moisten hands with soap and water and make a heavy lather. 
C. Wash \\fell under running water for a minimum of 10 seconds, using a 
rotary motion and mction. 
D. Rinse ti'ands well under running water. 
E. Tum off faucet with paper towel and discard. 
F. Dry hands with a clean paper towel and discard. 
II. WATERLESS HANDWASHING PRODUCTS 
A. Some situations require hand washing in areas where sinks are not readily 
available. In these limited circumstances, waterless hand washing 
products may be used (e.g. feeding residentSin'fhe dining room • 
. administering medications in the dining room). These products are not a 
substitute for good hand washing. Hand washing with soap and water 
should be done as soon as possible. 
B. Waterless hand washing products are not used for skin care treatments or 
administration of eye drops. 
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PHYSICAL EXAM 
PURPOSE: Physical exams are required for all patient care staff to insure that staff is 
physically fit to perform the essential functions of the job and to determine 
that they are free of communicable diseases. 
POLICY: New patient care staff should complete a physical exam prior to reporting 
to work. They must bring the signed physician's statement before they 
will be pennitted to administer patient caie.-The fonn will be provided by 
the employer. 
Thereafter, patient care staff is required to have a health assessment 
annually. This assessment will be offered free of charge by the employee 
health department. Employees with positive PPD's will have an annual 
assessment for symptoms ofTB. 
If at any time during employment, a physician indicates that an employee 
is unable to perform the essential functions of the job, or if there is reason 
to suspect the employee is putting others at risk due to a communicable 
disease, the employee will not be permitted to work in that position until 
further evaluation and determination has been made. 
,/ 
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ANNUAL TUBERCULOSIS ASSESSMENT 
(For use with staff who is PPD positive) 
Please complete the following brief questionnaire about your health. 
Do you currently have any of the following symptoms? 
---'Yes __ no 1. Cough lasting greater than 2 weeks? 
---'Yes __ no 2. Unexplained weight loss? 
---'Yes __ no 3. Loss of appetite? 
---'Yes __ no 4. Unexplained fever? 
---'Yes __ no 5. Night sweats? 
---'Yes __ no 6. Blood tinged sputum production? 
If yes to any question, please describe symptoms further. When did this start? Have you 
sought treatment? If yes, what treatment was done? , 
( 
Employee signature Date 
Infection ControllEmployee Health Nurse Date 
FOR OFFICE USE ONLY 
Was this employee referred for further evaluation?---yes _no 
If yes, to 
whom? 
------------------------------------------------~~ Chest x-ray? __ Medication? __ Work restrictions?______ (date) 
752 
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REPORTING EMPLOYEE INFECTIONS 
PURPOSE: To insure identification and follow-up of infections among employees. 
POLICY: 
1. Any employee having an infection is responsible for reporting it to the infection 
control practitioner. 
II. The infection control practitioner is responsible for completing and maintaining 
the employee infection record whenever an infection is reported. 
m. The infection control practitioner will follow the facility's policy on work 
restrictions for communicable diseases. 
IV. A physician exam/treatment may be required as appropriate. 
753 
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EMPLOYEE INFECTION RECORD 
DATE EMPLOYEE NAME TYPE IMMEDIATE ACTION 
INFECTION/SYMPTOMS 
.. 
-~~ . 
. 
, 
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SUMMARY OF IMPORT ANT RECOMMENDATIONS AND WORK 
RESTRICfIONS 
FOR PERSONNEL WITH INFECTIOUS DISEASES 
Adapted from CDC Guideline for infection Control in Hospital Personnel, 1983 
Relieve from 
DiseasefProblem Direct Patient Work Duration Category 
Contact Restriction 
Conjunctivitis, Yes Until discharge 11 
infectious ceases 
Cytomegalovirus, No 11 
infections 
Diarrhea Yes Until 11 
Acute stage symptoms 
(diarrhea with resolve andlor 
other symptoms) infection with 
Salmonella is 
ruled out 
Convalescent No Personnel U!1ii1 stool is 11 
stage Salmonella should not take free of the 
(non-typhoidal) care of high- infecting 
risk patients organism on 2 
consecutive 
cultures not 
less than 24 
hours apart 
Other enteric No 
Pathogens 
Enteroviral No Personnel Until 11 
infections should not take symP!9ID.s 
. -
care of infants resolve 
andnewboms 
Group A Yes Until 24 hours 1 
Streptococcal after adequate 
Disease treatment is 
started 
Hepatitis, viral Yes Until 7 days 111 
Hepatitis A after adequate 
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Relieve from 
DiseaselProblem Direct Patient Work Duration Category 
Contact Restriction 
treatment is 
started 
Hepatitis B No Personnel Until 11 
Acute should wear antigenemia 
gloves for resolves 
procedures that 
involve trauma 
to tissues or 
contact with 
mucous 
membranes or 
nonintact skin 
Chronic No Same as acute Until 11 
Antigenemia illness antigenemia 
Hepatitis NANB No Same as acute Period of II 
hepatitis B infectivity ,has 
not been, 
determined 
Herpes simplex No ,/ 11 
Genital 
Hands (herpetic Yes (Note: It is not 1 
whitlow) Until lesions 
heal known 
whether gloves 
prevent 
transmission) 
Orofacial No :p~rso~~l UntHJ~sions 11 
should not take heal 
care of high 
risk patients 
Measles Yes Until 7 days 1 
Active after the rash 
appears 
Postexposure Yes From the 5th 11 
(susceptible through the 21 st 
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Relieve from 
DiseasefProblem Direct Patient Work 
personnel) 
Mumps 
Active 
Contact Restriction 
Yes 
Duration 
day after 
exposure 
andlor 7 days 
after the rash 
appears 
Unti19 days 
after onset of 
parotitis 
Category 
*Mumps vaccine may be offered to susceptible personnel. When given after exposure, 
mumps vaccine may not provide protection However, if exposure did not result in 
infection, immunizing exposed personnel should protect against subsequent infection. 
Neither mumps immune globulin nor immune serum globulin (ISO) is of established 
valued in postexposure prophylaxis. Transmission of mumps among personnel and 
patients has not been a major problem in hospitals in the United States, probably due to 
multiple factors, including high levels of natural and vaccine-induced immunity_ 
Postexposure Yes* 
Pertussis Yes 
Active 
Postexposure No 
(asymptomatic 
personnel) 
Postexposure Yes 
757 
From the 12th 111 
day through the_ 
26fh day after 
exposure or 
until 9 days ./ 
after onset of 
parotitis 
From the 1 
beginning of 
the catarrhal 
stage through 
the 3 rd day after 
onset of 
P~Qz.y~ms of 
until 7 days 
after start of 
effective 
therapy 
11 
Same as active 
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Relieve from 
Disease/Problem Direct Patient Work Duration Category 
Contact Restriction 
(symptomatic pertussis 
personnel) 
Rubella Yes Until 5 days 
Active after the rash 
appears 
Postexposure Yes From the 71b 11 
(susceptible) day through the 
21 at day after 
exposure 
andlor 5 days 
after rash 
appears 
Scabies Yes Until treated 
Staphylococcus Yes Until lesions J 1 
aureaus (skin have resolved 
lesions) 
Upper respiratory Yes Personnel with Until acute 11 
infections (high- upper symptoms 
risk patients) respiratory resolve 
infections 
should:not take 
care of high-
risk patients 
Zoster (Shingles) No Appropriate Until lesions 11 
Active barrier dry and crust 
desirable; 
personnel 
should not take 
care of high-
risk patients 
Varicella Yes Until all lesions 
(Chickenpox) dry and crust 
Active 
Postexposure Yes From the 10th 
day through the 
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Relieve from 
DiseaseIProblem Direct Patient Work 
Contact Restriction 
759 
Duration 
21 s( day after 
exposure or if 
varicella occurs 
until aU lesions 
dry and crust 
Category 
I 
" 
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CRITERIA FOR DETERMINING EXPOSURE TO 
COMMUNICABLE DISEASE 
PURPOSE: To identify significant exposures in order to direct prophylaxis. 
DISEASE DEFINITION OF EXPOSURE 
Hepatitis A 
1. An eligible contact should he a person who has during a period of 
ten days before onset of overt symptoms anellor during ten days 
after the development of jaundice: 
a. Lived in the same household with the patient/employee. 
h. Slept with the patient/employee either literally or 
figuratively. 
c. Had close and "romantic" contact involving kissing 
patient/employee. 
d. Known exposure to fecal material or vomitus of non-
isolated patient or employee if exposed individual has not 
followed good hand washing technique. 
e. Proven direct oral contact with patient's/employee's 
excretions. 
2. Visiting relatives or other visitors, who do not meet the criteria in 
(A) above, need not be given gamma globulin. 
Hepatitis B Proven direct contact with positive antigen patient's serum, blood, 
or plasma through needle puncture, skin cuts, or direct mucous 
contact (such as pipetting or splashing in the eyes). 
Herpes SiII!p.1ex Not applica~le s!nce no treatmeIlJ is indj~ated. 
(Neonatal infection; 
acute gingivo-
stomatitis) 
Measles Direct contact with nasal or throat secretions or droplet nucleii by 
personnel who have not had measles or immunization against 
measles. 
Meningitis Intimate contact with an infected patient/employee such as 
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(Meningococcal) performing mouth to mouth resuscitation or suctioning, or 
equivalent. 
An employee in close contact with an infected member ofms own 
family will also require prophylaxis. 
Mumps 
Rubella 
Direct contact with saliva or droplet nucleii of infected person by 
those not having had mumps or mumps vaccine. 
Direct contact with infected patient'slemployee's body secretions 
(nose and throat discharges, urine, feces or blood). 
Tuberculosis Significant exposure to persons capable of generating aerosolized 
particles containing tubercle bacilli from respiratory tract. 
Varicella zoster 
(Chickenpox) 
Direct contact with infected source by susceptible 
patient/employee. 
Scabies Direct contact with linens or lesions of infected persons. 
Pediculosis capitus Direct contact with infected persons and/or indirect contact with 
their personal belongings, clothing, head gear or linens. 
Acquired Immune 
Deficiency 
Syndrome 
Parenteral or mucous membranae exposure to blood or body fluids 
of a patient who is HIV positive or diagnosed as having AIDS. 
NOTE: Significant exposures will be determined on an individual basis. Factors 
to be considered include: 
Agent 
Mode of transmission 
Degree of contact 
Susceptibility 
Physical facility 
Reference: Soule BM (ed): The APIC Curriculum for Infection Control 
Practice, Volume I and n. Dubuque, Kendall-Hunt Publishing Co., 1983. 
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MANAGEMENT OF ACCIDJ4:NTAL EXPOSURE TO 
COMMUNICABLEDISEASF..8 
PURPOSE: To identify methods of managing employee exposure to specific 
communicable diseases. 
RELIEVE FROM COMMUNICABLE 
UlSEASE 
MANAGEMENT OF 
EXPOSED SUSCEPTIBLE 
PERSONNEL 
PA TIENT CONTACT 
AIDS 
Diphtheria(Inunediate 
consultation with State 
Epidemiologist) 
Hepatitis A(Infectious) 
Hepatitis B(Serum) 
*For an employee who 
has not been immunized 
against Hepatitis B. 
I . Employee counseling 
regarding exposure 
2. Post-exposure HfV 
testing immediately and 
if negative at 6 weeks, 12 
weeks. and 6 months 
3. May consider AZT 
prophylaxis per CDC 
guidelines and facility's 
policy 
Recommendations of State to be 
implemented. 
ISO.02 mllkg body weight as No 
soon as possible after exposure. 
1. Designated physician is No 
to be notified and 
consulted prior to 
prophylaxis 
2. Draw baseline HBsAg 
and Anti-HBsAg. 
a. HBIG should not 
knowingly be given to 
HBsAg positive employees 
b. Employees with 
baseline positive for 
anti-HBsAg will not 
receive prophylaxis 
3. Employee is to notify 
personal physician of 
exposure and planned 
prophylaxis. Pregnant 
employees are to be 
referred to their private 
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COMMUNJCABLE MANAGEMENT OF RELIEVE FROM 
DISEASE EXPOSED SUSCEPTIBLE PA TIENT CONTACT 
PERSONNEL 
physicians prior to 
prophylaxis 
4. HBIG .06 mllkg body 
weight within seven days 
of exposure. Repeat 
HBlG 25-30 days after 
initial dose if repeat 
HBsAg is negative. 
Begin Hepatitis 
immunization 
5. ISGmay be 
recommended in the 
same dosage schedule in 
the following situations: 
a. IfHBIO is unavailable 
b. If ISO titer is determined to 
be sufficiently high to be , 
effective 
c. If exposure is considered 
questionable or marginal 
and contact does not meet 
criteria for HBIG 
6. Employee is directed to 
notifY personal physician 
as to disposition of the 
exposure 
Herpes Simplex None Exposure to disease 
does not necessitate 
removal from patient 
contact. 
(Neonatal infection or 
acute gingivo- stomatitis) 
Measles ISO 0.25 mlIkg body weight to Yes For 5 to 21 
be given preferable within three 
days after exposure 
Meningitis(Neisseria I. Rifampin 600 mg bid X 2 
Meningitidis) days(This seems to be the 
( drug offlI'St choice). 2. Minocycline 100 to 200 
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COMMUNICABLE MANAGEMENT OF RELIEVE FROM 
DISEASE EXPOSED SUSCEPTIBLE PATIENT CONTACT 
PERSONNEL 
mg q 12 h X 3 days (This 
drug probably should not 
be considered the drug oL 
first choice due to the 
character and frequency of side 
effects). 
Salmonellosis Observe for diarrhea. Culture for No 
ShigCiiosis' -. symptomatic workers. 
If symptomatic, relieve 
until negative cultures. 
Ifpositive, three 
negative cultures 24 
hours apart must be 
obtained before 
returning. If treating 
with antibiotics, 
treatment must be 
completed seven days 
before three cultures are 
done. 
3. Sulfonamides that are orally 
absorbed such as 
sulfamethoxazole 1 Om bid 
X 2 days. (Sulfonamides have 
been shown to be 
approximately75% effective 
and should be used as the 
agent of frrst choice only if the 
infecting strain has been 
shown to be sensitive to 
sulfonamides). 
Mumps None No 
Mumps vaccine should be given Exposed susceptible 
to susceptible personnel. Post- should be informed of 
pubertal males will be referred transmission via saliva 
to private physicians and urged to take 
appropriate precautions. 
Pertussis None No 
( Unless symptoms 
develop 
81 
764 PCRC001016 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
COMMUNICABLI~ MANAGEMENT OF RELIEVE FROM 
DISEASE EXPOSED,SUSCEPTIBLE PATIENT CONTACT 
PERSONNEL 
Rubella In employees of child bearing 
(Congenital or post- age, serum should be obtained for 
natally acquired) rubella antibody titer 
immediately and repeated three 
weeks later. 
_"_A~~~p!~~~in th~ fir_s.!_tri.l11e~~~ " 
pregnancy shall have serum 
drawn for antibody titer and 
referred to her obstetrician for 
evaluation. Follow up titer will 
be drawn three weeks later unless 
contraindicated by obstetrician. 
Tuberculosis Skin test with 5 TIl intennediate 
PPD in 10 weeks, Positive 
reactors shall have chest x-ray 
and be referred to Health 
Department of County of 
residence. 
Previous positive reactors shall 
have a chest x-ray in 10 weeks. 
Varicella zoster None Yes 
VZIG may be considered if 7 to 21 days after 
employee is exposure. 
immunocompromised. 
Scabies Appropriate education of No 
exposed individuals. Unless symptoms 
develop. 
Pediculosis capitus 1. Appropriate education of No 
exposed individuals. Unless symptoms 
2. Direct inspection of head and develop. 
when necessary of body 
and clothing. 
Reference: Soule BM (ed): The APIC Curriculum for Infection Control Practice. 
Volume I and II. Dubuque, Kendall-Hunt Publishing Co., 1983. 
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INFLUENZA VACCINE INFORMED CONSENT FORM 
THE F1JU - Influenza (flu) is a respiratory infection caused by viruses. When people get 
the flu, they may have fever, chills, headaches, dry cough or muscle aches. Illness may 
last several days to a week or more and complete recovery is usual. However, 
complications may lead to pneumonia or death in some people. 
It is not possible to estimate the risk of an individual getting the flu this year, but for the 
elderly and for people with diabetes or heart, lung or kidney diseases, flu may be 
especially serious. For health care workers, immunization may help prevent transmission 
to patients. 
THE VACCINE - An injection of flu vaccine will not give you the flu because the 
vaccine is made from killed viruses. The vaccine is made from viruses selected by the 
Office ofBioJogics, Food and Drug Administration and the Public Health Services. 
RISK AND POSSIBLE SIDE EFFECTS - Side effects of influenza vaccine are 
generally mild in adults and occur at low frequency. These reactions consist of 
tenderness at the injection site, fever, chills, headaches or muscular aches. These 
symptoms last up to forty-eight hours. 
SPECIAL PRECAUTIONS - Children under three years of age and pregnant women 
should consult with their personal physicians before receiving this vaccine. 
Persons who are allergic to eggs, chickens, chicken feathers or chicken dander should not 
receive this vaccine until they have consulted their personal physicians. Persons with 
fever shOUld not receive this vaccine. Persons who have received another type of vaccine 
within the past fourteen days should see their personal physicians before receiving this 
vaccine. 
If you have a reaction, see your personal physician immediately. If you have any 
questions, please ask. 
CONSENT 
I have read the above information and have had an opportunity to ask questions. I 
understand the benefits and risks of flu vaccinations as described. I request that the 
vaccine be given to me or to the person named below for whom I am authorized to sign. 
INFORMATION CONCERNING PERSON TO RECEIVE INFLUENZA 
VACCINE 
Name (Please Print) Date of Birth 
Address City State 
Signature of person to receive vaccine (or Parent or Guardian) 
766 
Age 
Zip 
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HEPATIT1S B IMMUNIZATION PROGRAM 
PURPOSE: To establish guidelines for employee screening for Hepatitis B 
immunity and vaccine administration. 
l>OLICY: 
1. Employees who perform tasks requiring exposure to blood and other potentially 
infectious materials per exposure determination will be offered the Hepatitis B 
Vaccine free of cost. 
II. Following a review of the disease and vaccine information, the employee will 
sign consent to receive the vaccine. (See "InfonnaJion on Hepatitis B and the 
Vaccine".) 
III. If an employee declines immunization, he/she wiU sign a statement to that effect. 
If the employee chooses to be immunized in the future, this procedure will be 
followed. 
IV. Employees who choose to be immunized may be screened for Hepatitis B Core 
Antibody. If positive for Core Antibody, Hepatitis B Surface Antigen and 
Antibody Screening will be done. Employees with negative Core Antibody will 
be given the Vaccine upon request. 
V. Three 1M dose of vaccine will be given - the initial dose, at one month and at six 
months. The vaccine win be administered deep intramuscular in the deltoid 
muscle. 
Vi. An antibody titer will not be routinely offered after the three immunizations. 
Should an exposure occur, an antibody titer will be drawn to detenmne immunity. 
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INFORMA TION ON HEPATITIS B AND THE VACCINE 
TlIE DISEASE 
Hepatitis B is a viral infection that affects the liver. The incubation period ranges from 
40 to 180 days. The course of acute hepatitis can be mild and completely without 
outward symptoms, or it can be severe, prolonged, and possible fataL Health care 
workers can be exposed to Hepatitis B from contaminated needle punctures or blood 
spills on broken skin or mucous membranes. Other body fluids, such as bloody urine, 
bloody wound drainage, or semen, may also be infectious. The greatest threat to health 
care workers is the nearly one miLIi~n Hep~ti~j~ B carrie!'5 ~n f.!l~~~~ntrr.!.~O_!?_~~rce!!!. 
of whom are not identified. 
RECOMBINANT HEPATITIS B VACCINE 
The vaccine is for protection against Hepatitis B. The vaccine is recommended for those 
with frequent exposure to the above sources. Three doses of vaccine are required: The 
initial dose, a second dose a month later and a third dose five months later. A booster 
dose may be needed after five.to seven years for continued protection. Documentation of 
exposure incidents must continue even after the vaccine series is completed. 
Hepatitis B vaccine wiU not prevent hepatitis caused by other agents, such as Hepatitis A 
virus, non-A. non-B Hepatitis virus or by other viruses known to infect the liver. 
Although information available to date indicates that the vaccine is highly effective in 
protecting against Hepatitis B, it has not proven totally effective in preventing Hepatitis B 
among aU persons vaccinated (those who are immune-suppressed or those with presence 
of any serious active infection). Hepatitis B vaccine is prepared from recombinant yeast 
cultures and is free of association with human blood or blood products. 
Follow-up studies indicate that the most common side effect is injection site soreness. 
Less common local reactions are redness, swelling, and wannth, which usually subside 
within 48 hours. Low-grade fever occurs occasionally. Other complaints include 
malaise, fatigue, headache, nausea, dizziness and joint pain. These symptoms are 
infrequent and limited to the flrst few days following the vaccine. Rash has been 
reported rarely. 
PRECAUTIONS 
Recombinant Hepatitis B Vaccine is contraindicated for individuals who are 
hypersensitive to yeast or any component of the vaccine. Any serious active infection 
prior to receipt of the vaccine is reason to delay the vaccine. 
Employees with a history of cardiopulmonary disease are at risk from a possible febrile 
or systemic reaction and must consult their private physicians prior to receipt of the 
vaccine, and have an authorization from their private physician for administration of the 
vaccine. 
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The Hepatitis B vaccines are not recommended for use by pregnant women or nursing 
mothers. 
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HEPATITIS B IMMUNIZATION CONSENT OR DECLINATION 
HEPATITIS B VACCINE - ACCEPTANCE 
I WANT TO RECEIVE the Hepatitis B Vaccine and I understand it is my responsibility 
to contact the Employee Health Nurse for an appointment. I have read and have had 
explained to my satisfaction, the administration of the vaccine including the risks, 
benefits and possible adverse effects associated with the vaccine. 
Name (Please Print) 
Department Date Witness 
HEPATITIS B VACCINE - DECLINATION 
Please sign if you DO NOT want the vaccine at this time. 
I understand that due to my occupational exposure to blood or other potentially infectious 
materials, I may be at risk of acquiring Hepatitis B Virus (HBY) infection. I have been 
given the opportunity to be vaccinated with Hepatitis B Vaccine, at no charge to myself. 
However, I decline Hepatitis B vaccination at this time. I understand that by declining 
this vaccine, I continue to be at risk of acquiring HepatitisB, a serious disease. If, in the 
future. I continue to have occupational exposure to blood or other potentially infectious 
materials and I want to be vaccinated with Hepatitis B Vaccine, I can receive the 
vaccination series at no charge to me. 
Name (Please Print) Signature 
Department Date Witness 
PREVIOUS IMMUNIZA TIONIDISEASE 
History of Hepatitis B Yes __ No __ Dme, __________________ __ 
History of Vaccination Yes __ No __ 
Dares __________________ _ 
Number oflnjections:_-:-_-:--:-______ -:-:-~ 
Please submit documentation of above to the Employee Health Nurse as soon as possible. 
HEALTH CARE PROFESSIONAL'S OPINION 
This employee has been assessed and should/should not receive the vaccine. (circle one) 
Date Health Care Professional's Signature __________ _ 
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IMMUNIZATIONS GIVEN 
Hepatitis B core antibody done? (not required) yes_ no_ If yes, 
results: _______ _ 
If done and positive, do Hepatitis B surface antigen and antibody screening. 
1st dose: Date Location: _________ _ 
2nd dose: Date Location: 
3rd dose: Date Location: 
--------------------
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TUBERCULOSIS SCREENING FOR EMPLOYEES 
PURPOSI~: To promote patient and employee safety and well-being by screening 
employees for tuberculosis and initiating appropriate follow-up. 
General Information about Transmission 
Transmission of tuberculous infection occurs through a combination of several factors: 
I. Viable baciHi in patients' sputum 
2. Sputum aerosolizatlon"as droplet nucfd by patient coughlng - . 
3. Concentration of bacilli in air 
4. Susceptible host 
5. Length oftime host is breathing contaminated air 
These factors will be considered in determining if a significant exposure has occurred. 
POLICY: 
Tuberculin Skin Testing 
1. When to test employees 
A. All employees will be tested with intermediate strength PPD before 
employment, periodically as determined by the facility (based on the risk 
afTB in the facility), and after any suspected exposure to a documented 
case of active tuberculosis (if the exposed employee is tuberculin-
negative). 
B. New employees with a positive PPD or current employees who convert to 
a positive PPD will have a chest x-ray and will be evaluated by their 
private M.D. or the Health Department 
C. Accidental Exposure 
1. All employees inadvertently exposed to TB will be given a PPD 
skin test immediately. Those who are still negative will be retested 
at ten weeks from time of exposure. 
2. If the results of the skin test indicate a positive reaction the 
employee must have a chest x-ray to rule out active tuberculosis. 
If the skin test is positive but the chest x-ray shows no active 
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disease, the employee must consult his private physician or local 
Health Department for consideration of starting preventive 
measures. Any person showing evidence of active disease will be 
sent home and referred for treatment. They may return to work 
after a release form from the Health Department or their M.D. is 
received. Medication must be taken as prescribed. 
II. Administration of the tuberculin tcst 
A. Tuberculin skin testing is the standard method of identifying persons 
infected with M. tuberculol?is. The intradermal Mantoux test. not a 
mul tiple puncture test, shmildbe useit todetermrne"a' tubercu!ous------ ~ 
infection has occurred. 
B. The Mantoux test is performed by the intradermal injection ofO.l mlof 
PPD tuberculin containing 5 TU (tuberculin units) into either the volar or 
dorsal surface of the forearm. The injection should be made with a 
disposable tuberculin syringe. The injection should be made just beneath 
the surface of the skin, with the needle bevel facing upward to produce a 
discrete, pale elevation of the skin (a wheal) 6mm to IOmm in diameter. 
C. To prevent needlestick injuries, needles should not be recapped, puiposely 
bent or broken by hand, removed from disposable syringes, or otherwise 
manipulated by hand. After they are used, disposable needles and 
syringes should be placed in puncture-resistant containers for disposal. 
D. The mantoux test should be read 48 to 72 hours after the injection. 
However, if the employee fails to show up for the scheduled reading, 
positive reactions may still be measurable up to one week after testing. 
The reading should be based on measurement of induration, not erythema. 
The diameter of induration should be measured transversely to the long 
axis of the forearm and recorded in millimeters. 
III. Classification of the tuberculin reaction 
A. A tuberculin reaction of 5mm or more is classified as positive in the 
following groups: 
1. Persons who have had close recent contact with a patient with 
infectious tuberculosis 
2. Persons who have chest radiographs with fibrotic lesions likely to 
represent old healed tuberculosis 
3. Persons with known or suspected mv infection 
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B. A tuberculin reaction of lOmm or more is classified as positive in persons 
who do not meet the above criteria but who have other risk factors for 
tuberculosis. This would include: 
1. Persons with other medical risk factors known to substantially 
increase the risk of tuberculosis once infection has occurred 
a. 
b. 
c. 
d. 
e. 
f. 
g. 
h. 
i. 
J. 
k. 
I. 
m. 
HIV infection 
Silicosis 
Abnonnal chest radiograph showing fibrotic lesions 
Diabetes meJlitus 
-"Prolonged corticosteroid therapy-
Immunosuppressive therapy 
Hematologic and reticuloendothelial diseases 
End-stage renal disease 
Intestinal bypass 
Post-gastrectomy 
Chronic malabsorption syndromes 
Carcinomas of the oropharynx and upper gastrointestinal 
tract 
Being J 0 percent or more below ideal bodyweight 
2. Foreign-born persons from high prevalence countries (e.g., those 
from Asia, Africa, and Latin America) 
3. Medically undeserved, low-income populations, including high 
risk minorities; especially Blacks, Hispanics. and Native 
Americans 
4. Intravenous drug users 
5. Residents of long-tem care facilities, such as correctional 
institutions and nursing homes 
6. Other populations that have been identified locally as having an 
increased prevalence of tuberculosis. 
C. A tuberculin reaction of ISmm or more is classified as positive in all other 
persons. 
D. Absence of a reaction to the tuberculin test does not exclude the diagnosis 
of tuberculosis or tuberculous infection. Cell-mediated responses such as 
tuberculin reactions may decrease or disappear during any severe or 
febrile illness, measles or other exanthemas, HIV infection, live-virus 
vaccination, Hodgkins's disease, sarcoidosis, overwhelming miliary or 
pulmonary tuberculoses, and after the administration of corticosteroid or 
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immunosuppressive drugs. Up to 30% of patients with my infection and 
60% of patients with AIDS may have skin test reactions less than 5mm 
even though they are infected with tubercle bacilli. In addition, persons 
who have been very recently infected may not yet have a reaction to the 
tuberculin skin test. 
IV. .Interpretation of the tuberculin test in persons with a history of BeG 
vaccination 
A. 
B. 
Reference: 
Many foreign countries still use BeG as part of their tuberculosis control 
programs, especially for infants. PPD sensitivity and immunity to 
tuberculosis infection after BCG vaccinatioIlls highiy'vanabTe, depeOdiiig-
upon the strain of BeG used and the population vaccinated, so there is no 
reliable method of distinguishing tuberculin reactions caused by BCG 
from those caused by natural infections. 
Positive tuberculin reactions in BCG-vaccinated persons usually indicate 
infection with M. tuberculosis. Such persons should be evaluated for 
isoniazid preventive therapy. 
Core Curriculum on Tuberculosis, Centers for Disease Control, April 1991 
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NOTE: 
BLOODBORNE PATHOGENS 
POST-EXPOSURE EVALUATION & FOIJLOW UP 
The information on this form is confidential and shall not be released 
without written permission ofthe source patient and employee. 
Dale of Exposure: Date of valuation: 
------------------ -------------
1. Incident Assessment - (part A to be completed by Employee) 
PART A 
Name of employee: ___________________ _ 
Date: ___________ Departlnent: _________ _ 
How did exposure occur? (Include duties leading to exposure.) 
Was a sharp involved? . Yes [] No [J 
Was sharp: Clean [] Contaminated [ ] 
Severity ofExposure: __________________ _ 
PARTB 
(part B to be completed by Employee Health Nurse) 
Did significant incident occur? Yes [] No [] 
Employee Health Nurse 
If exposure is validated, continue on next page-
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n. 
III. 
Source 
Patient Assessment - (by Infection Control Practitioner) 
Name: 
MR 
#: _________________ MD: __________________________ _ 
Room # or Address: 
----------------------------------------
Current Diagnosis:_·· ____________________ _ 
Check patient's chart for history of: (Check if positive) 
a. 
b. 
c. 
d. 
e. 
f. 
Drug Addiction 
Homosexuality 
Multiple blood transfusions 
mv Infection 
Elevated liver enzymes 
Hepatitis B 
Date: Results: HIV Antibody: 
--------- ----------------
Hepatitis B Surface Antigen Date: ___ Results: _______ _ 
Have a Hepatitis B Surface Antigen and an HIV done on the source patient if 
status is unknown or previously negative. Obtain consent 
Employee Health Office Evaluation and Follow-Up of Employee 
A. Routine Treatment 
1. Wound Treated: Date: Rx.: 
By Whom: 
2. Tetanus - (give, if appropriate): Date: 
By Whom: 
B. Sllecific Evaluation of Em:Q)oyee 
I. History of Hepatitis - Type: ____ ---...:Date: ____ _ 
2. Documented evidence of positive Hepatitis B Surface Antibodies: 
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..' 
Date: 
._----------,-------
3. Hepatitis B Vaccine? year: ____ # of doses: _____ _ 
** If aU of these questions are NO - proceed ... 
c. 
4. Do Hepatitis B Surface Antibody - Date: ________ _ 
Results: _______ _ 
5.lfB Surface Antibody is positive - treatmeIltfs conlpiete:' 
6. IfB Surface Antibody is negative - Hepatitis B Vaccine is 
recommended. 
a. Declination signed:, ____________ _ 
b. Consent signed: ______________ _ 
(See attached) 
c. Initial dose given: _____________ _ 
If source is unknown or patient is positive for Hepatitis B Surface 
Antigen, give: Hepatitis B Immune Globulin immediately. 
HBIG Date:, ______ By Whom: ________ _ 
AND 
Hepatitis B Vaccine 
Booster: _______________ _ 
Date:. _________ By Whom:. _________ _ 
HIV Status - Employee 
1. HIV Status Known:, ____ Date of evaJuation:, ____ _ 
2. Discuss HIV testing and follow-up protocol 
3. Have consent signed and perform test as soon as feasible after 
exposure. 
Date:. ________ By Whom:. ________ _ 
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If employee refuses test, notify the Laboratory to freeze baseline blood for 
90 days - test at any time if employee gives consent. 
D. Notify employee to report any acute viral illnesses during the next three 
(3) months. 
E. 
Yes [J No [] 
Date: 
--------------------------
If employee's initial HIV test is negative, and the source patient's is 
positive, retest as follows: 
.,~. . . ~ 
Date of Consentlf est Results 
3monilis: ________________________________________ __ 
6 months: 
----------------------------------------
F. Follow-up Appointment 
Date: _____ ~ ______ _ 
Time: 
-------------------
O. Health Care Professional's written opinion of evaluation: 
1. _____________ Complete Healthcare Professional's 
written opinion. 
2. Employee Health Nurse - Give to employee and have employee 
sIgn. 
3. File completed forms in employee's Medical Record. 
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BLOODBORNE J> ATHOGENS POST-EXPOSURE 
EVALUATION/HEALTHCARE }'ROFESSIONAL'S WRITTEN OPINION 
NOTE: Prior to the evaluation, the healthcare professional will be provided-
1. 
2. 
3. 
4. 
5. 
A copy of the OSHA standard on bloodborne pathogens 
A description of the exposed employee's duties as they relate to the exposure 
incident. 
Documentation of the route of exposure and circumstances under which exposure 
occurred. 
Results of the source individual's blood testing. 
Relevant medical records inCluding vaccimltion status. 
This requirement will be met by providing the healthcare professional with the completed 
form, "Post-Exposure Evaluation and Follow-Up". 
WRITTEN OPINION 
I have assessed ____________ on, __________ ,for 
Employee Date 
an exposure incident which occurred on"--________ _ 
Date 
1 have a copy of the bSHA standard and have received the "Post-Exposure Evaluation 
and Follow-Uplt form from tbe employer. 
1. HEPATITIS B lMMUNIZATION (Check one) 
___ Hepatitis B immunization is indicated. 
____ Hepatitis B immunization is not indicated. 
n. POST EXPOSURE EVALUATION AND FOLLOW-UP (Check aU that 
apply) 
___ The employee bas been informed of the results of my evaluation. 
___ The employee has been informed of any medical conditions resulting 
from exposure to blood or other potentially infectious materials which require 
further evaluation or treatment. 
Signature of Healthcare Professional Date 
Signature of Exposed Employee Date 
Witness of Employee's Signature 
This form must be received by the employer and a copy provided to the employee within 
15 days of the evaluation. 
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HEJ) A TITIS B EXIJOSURE I)R(WHYLAXIS 
The following recommendations for Hepatitis B exposure prophylaxis were published by 
the Centers for Disease Control in the November 15, 1991 Morbidity and Mortality 
Weekly Report (MMWR). 
Recommendations for Hepatitis B prophylaxis following percutaneous or permucosal 
exposure 
Treatment when source is found to be: 
Exposed person HBsAg-positive HBsAg-negative 
Unvaccinated HBIG x 1* and Initiate HB 
initiate HB vacine .... vaccine"" 
Previously Test exposed for No treatment 
Vaccinated known anti-HBs 
responder 1. If adequate"'" , 
no treatment 
2. If iitadequate, 
Ht3 vaccine 
booster dose 
/ 
Known HBIG x 2 or No treatment 
nonresponder HBIG x 1 plus I 
dose HB vaccine 
Response unknown Test exposed for No treatment 
anti-HBs If 
inadequate*** ) 
1. In-lBIG x 1 plus 
HB vaccine booster 
dose 
2. If adequate, no 
treatment 
IjIHBlG dose 0.06 ml/kg 1M . 
.... HB vaccine dose - see Table 3 . 
..... Adequate anti-HBs is> 1 0 SRU by RIA or positive by EIA. 
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Source not tested 
or unknown 
Initiate HB 
vaccine""" 
No treatment 
If known high-risk 
source. may treat as 
if source were 
HBsAg-posiwe 
Test exposed for 
anti- HBs 
1. If inadequate**·, 
HB vacccine 
booster dose 
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POTENTIAL 1IlV EXPOSURE 
TYPE OF EXPOSURE 
Parenteral: 
Needlestick 
Cut 
Bite 
Skin: 
Non-intact cutaneous exposure to 
blood and/or other potentially 
infectious materials -. 
SOURCE PATIENT 
Positive Source 
or 
Refuses Testing 
. -
or 
Unknown Source 
Exposed individuals: 
1. Pre and Post Counseling 
2. Signed Consent Fonns 
3. HIV antibody testing 
,.. Immediately 
,.. Six weeks 
,.. Thee months 
... Six months after exposure 
4. If source has AIDS, may emoll 
employee in CDC needlestick study. 
5. May consider use of AZT for 
prophylaxis. 
782 
Mucous Membrane: 
Splash to eye, mouth, 
or nose from blood or 
other potentially 
infectious materials 
Negative Source 
1. 
2. 
Initial test 
Discontinue employee 
follow-up unless 
further testing is 
requested by exposed 
employee . 
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CONSF:NT FOR HIV ANTIBODY BLOOD TEST AND 
RELEASE OJ:t~ INFORMATION 
I give my permission for and its representatives to 
collect one or more blood specimens from me in order to detect whether or not I have 
antibodies in my blood to the HIV virus. This is the virus, which has been associated 
with Acquired Immune Deficiency Syndrome (AIDS). 
1. Information About the Tests 
These tests will be performed by withdrawing one or more samples of blood from 
a vein in my body (as wiilinoimal blood"iests) aIid'oy testing such blo()(lsamjJfes-"'-'-
in a laboratory. In general, there is an initial screening test, which indicates 
whether I have been exposed to the virus. If this test indicates I may have been 
exposed. then other tests may be performed to confirm this result. I understand a 
positive blood test result does not mean I have or will develop AIDS, but it does 
mean it is likely the HIV virus is in my blood. In order to diagnose AIDS, other 
means must be used in conjunction with these blood tests. 
2. Some Information About the Human Immunodeficien£Y Virus (HIV> 
3. 
It is thought by scientists that whether or not a person develops AIDS or gets sick 
from the virus, a person with the virus can still transmit the virus to other people 
who might become sick. Therefore;'knowledge that I do or do not have the virus 
is important in protecting those people close to me. 
Release of Information 
I consent to the release of the results oftbese blood tests to those health care 
:practitioners responsible for my care and treatment or as may otherwise be in 
accordance with applicable law. I consent to the placement of these test results in 
my medical record. 
4. Consent 
By my signature below, I acknowledge; 
-1 have been given all the infonnation I desire concerning the proposed blood tests 
and the release of their results. 
-1 have had all of my questions answered to my satisfaction. 
-I consent to the perfonnance of these blood tests. 
-1 consent to the release and use of the test results as set forth above. 
Date: ___________ _ 
Signature 
Witness 
1.00 
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SECTION 6- GENERAL PATIENT CARE POLlCU:S 
/ 
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CLEANING, DISINli'ECTION AND ST~:RILIZATION 
PURPOSE: To provide supplies and equipment that are adequately cleaned, 
disinfected or sterilized. 
POLICY: 
CLEANING: 
Supplies and equipment will be cleaned immediately after use. Gross 
blood, secretions rul<fadins will be removed assoo'n as~ possible:'" ----.. -. 
Cleaning may be done in the patient's room or the soiled utility room. 
DISINFECTION/STERILIZA TION: 
Patient care equipment that enters normally sterile tissue or the vascular 
system, or through which blood flows, will be sterile. 
Respiratory therapy equipment that touches mucous membranes should be 
subjected to sterilization before each use; if not feasible, they will receive 
high-level disinfection. 
NOTE: Long tenn care facilities generally purchase pre-packaged 
sterile items or do high-level disinfection in the facility. 
However, many reusable patient care objects can be 
disinfected or sterilized by the methods found in the 
following table. . 
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STERJLIZATION DISINFECTION 
Critical items High level Intermediate Low Level 
(will enter (semi- critical level (some ( non-critical 
tissue or items; will semicritical items; will 
vascular system come in contact items and come in con-
or blood will with mucous noncritical tact with intact 
flow through membrane or items) skin) 
them) non- intact 
skin) 
_ .. 
> .... --~. - • 
-
Procedure Procedure Procedure Procedure 
(Exposure time (Exposure time (Exposure time (Exposure time (Exposure time 
Object Time[hrsD 20 min)b.c 10 min) 10 min) 
Smooth, hard A MR C H H 
surfacea B MR D J I 
C MR E K J 
0 6 ~ K 
E 6 G L 
Rubber A MR C 
tubing and B MR D 
catheters C MR E 
0 6 Fd 
E 6 
/ 
Polyethylene A MR C 
tubing and B MR D 
cathetersc•e C MR E 
0 6 Fd 
E 6 
LensedB MR C 
Instruments C MR D 
0 6 E 
E 6 
Thermometers Hf 
(oral and rectal)f 
Hinged A MR C 
instruments B MR D 
C MR E 
D 6 
E 6 
103 
786 PCRC001038 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
Am J Infection Control 1990, 18(2):99-117. 
A. 
B. 
C. 
D. 
E. 
F. 
G. 
H. 
1. 
J. 
K. 
L. 
MR. 
a 
b 
c 
d 
e 
f 
Heat sterilization, including steam or hot air (see manufacturer's 
recommendations) 
Ethylene oxide gas (see manufacturer's recommendation) 
Glutaraldehyde-based formulations (2%) (A glutaraldehyde-phenate formulation 
at full strength also has been shown to sterilize items that are soaked for 6 3/4 
hours. Caution should be exercised with all glutaraldehyde formulations when 
further in-use dilution is anticipated. 
Demand-release chlorine dioxide (will corrode aluminum, copper. brass, series 
400 stainless steel, and chrome, with prolonged exposure) 
Stabilized- hydrogenPeroxide-6% (wilrcorroae coppei,-zrnc and'brass) '.. ' 
Wet pasteurization at 75° C for 30 minutes after detergent cleaning. 
Sodi urn hypochlorite (l 00 ppm available chlorine; will corrode metal 
instruments) 
Ethyl or isopropyl alcohol (70% to 9(010) 
Sodium hypochlorite (100 ppm available chlorine) 
Phenolic germicidal detergent solution (follow product label for use-dilution) 
Iodophor germicidal detergent solution (follow product label for use-dilution) 
Quaternary ammonium gennicidal detergent solution (follow product label for 
use-dilution) 
Manufacturer's recommendations. 
See text for discussion of hydrotherapy. 
The longer the exposure to a disinfectant, the more likely it is that all 
microorganisms will be eliminated. Ten minutes' exposure is hot adequate to 
disinfect many objects, especially those which are difficult to clean, because they 
have narrow channels or others areas that can harbor organic 19-aterial and 
bacteria. Twenty minutes' exposure may be the minimum time needed to reliably 
kill M. Tuberculosis with glutaraldehyde. 
Tubing must be completely. filled for disinfection; care must be taken to avoid 
entrapment of air bubbles during immersion. 
Pasteurization (washer disinfection) of respiratory therapy and anesthesia 
equipment is a recognized alternative to high-level disinfection. 
Thennostability should be investigated when indicated. 
Limited data suggest that at least 20 minutes' exposure time is necessary. Do not 
mix rectal and oral thermometers at any stage of handling or processing. 
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ENVIRONMENT AL SAMPLING 
PURPOSE: To prevent unnecessary culturing of the environment. 
POLICY: All microbiologic sampling of the environment or of personnel will be 
directed and guided by the infection control staff. Sampling will foHowa 
reasonable plan and the results of sampling will be reviewed promptly. 
Routine sampling of the environment andlor personnel will not be done. 
Occasionally, limited sampling of the inanimate environment can be done 
to teach and motivate personne[ .-- ... --..... - .- -.. --"--' .. -- ... 
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FEEDING SYRINGES 
PURPOSE: To assure use of sanitary syringes for feeding. 
POLICY: The following procedures will be followed when using a piston syringe: 
I. TUBE J.'EEDING AND MEDICATION ADMINISTRATION: 
A. Wash hands. 
B. Administer medications and/or fluids through the tube via the syringe. C. Flushthetube'wlth water. .........-. '-' . . .... .. .. - .... 
D. Wash the syringe; separate the piston from the barrel. 
E. Store the syringe separated on a clean surface to air dry, or place separated 
in a bag mounted to the feeding pump pole (the bag must not be air tight). 
F. Wash hands. 
G. The syringe will be replaced every 24 hours with a new syringe. 
II. FEEDING 
A. 
B. 
C. 
D. 
E. 
F. 
Wash hands. 
Prepare pureed food tray and feed resident. 
Separate piston and barrel and rinse the syringe. 
Place piston and barrel on the soiled food tray and send to the kitchen to 
be washed in the dishwasher. (Treat the same as silverware.) The sYringe 
will be washed and sent back to the nursing unit with the trays. 
When stored in the room, separate the piston and barrel and store on a 
/ 
clean surface; allow to air dry. 
The syringe may be used as long as it is functional and does not appear 
dirty. 
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FOLEY CATHETER CARE 
PURPOSE: To promote hygiene, comfort and decrease risk of infection for 
catheterized residents. 
POLICY: Each resident with an indwelling catheter will receive catheter care daily 
and PRN for soiling. To avoid tension of the catheter and in and out 
movement of the catheter, it will be secured with a catheter strap. 
EQUIPMENT: 
1. Zip·lock bag with 4 x 4's (2}"'" 
2. Soap 
3. Water 
4. Gloves 
5. Foley strap 
6. Clean washcloth and trash bag 
PROCEDURE: 
1. Identify the resident 
2. / Assemble equipment on a clean surface. Place opened trash bag on 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
the bed. 
Explain the procedure to the resident. 
Provide privacy. 
Position resident comfortably. Do not expose unnecessarily. 
Wash hands. 
Put soap and water in one bag; water only in one. 
Put gloves on. 
Using the soapy gauze, clean the catheter insertion in a downward 
motion (front to back). Use each gauze for one cleansing motion. 
Clean the length ofthe Foley catheter (from patient toward bag). 
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10. Repeat the procedure using the wet gauze to rinse. 
11. Dry the resident with the clean cloth. 
12. Tie trash bag. 
13. Remove gloves and wash hands. 
14. Make the resident comfortable. 
.' 
/ 
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PERSONAL HYGIENE 
PURI)OSE: To encourage cleanliness and sanitation among all personnel. 
POLICY: Discussion of personal hygiene will be a part of orientation for all new 
employees. Specific aspect" of personal hygiene will include: 
A. Appropriate bathing and shampooing. 
B. Frequent and approjlnate hand washing. 
C. Clean clothing. 
D. Good personal habits. 
E. Awareness of contact with contaminated articles and equipment. 
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ICE CHESTS AND ICE MACHINES 
PURPOSE: To assure patient safety in use of ice and ice machines. 
POLICY: Ice may become contaminated from use of impure water, contamination of 
ice-making machines, or from improper storage or handling of ice. CDC 
has conducted an investigation demonstrating that ice contaminating 
syringes used to obtain specimens tor blood gas detenninations caused a 
series of bacteremia in an ICP (New England Journal of Medicine 
292: 1099-1102, 1975), and there is a publisbed report of contaminated ice 
causing another outbreak of nosocomial iru.:ecti~I! (Lancet 2:620-623, 
] 968). 
The following procedures should be followed to reduce the likelihood of contamination 
of ice chests (ice-storage compartments) and ice machines: 
I. Jee machines that dispense ice directly into portable containers at the touch of a 
control provide a more sanitary method to store and obtain ice than use of ice 
chests, but such ice machines may be more expensive to purchase and to operate. 
II. All ice handlers should be taught the following precautions: 
A. Wash hands frequently 
B. Hold scoop used with ice chest by handle; do not touch bowl surface with 
hands 
C. Do not handle ice with hands 
D. Do not return unused ice to an ice storage chest 
E. Keep access doors to chests closed except when removing ice 
III. Ice scoops used should be smooth and impervious and kept on a ke~r chain 
short enough so the scoop cannot touch the floor. Scoops should be kept on an 
uncovered stainless steel, impervious plastic or fiberglass tray on top of the chest 
when not in use. The tray and the scoop should be run through a dishwasher or 
sterilized daily. 
IV. Remove all extraneous equipment and items from around or on the ice chest and 
machines; if possible, limit access to ice chests. 
V. Clean ice-storage compartments on a preset schedule; weekly to monthly cleaning 
of open chests is suggested; less frequent cleaning may be possible with ice 
dispensing machines. Cleaning should be carried out with a fresh soap or 
detergent solution, after disconnecting the unit, removing and discarding all ice, 
and allowing the chest to wann to room temperature. Use clean rags or 
disposable wipes to scrub all surfaces. Pay particular attention to door tracks, 
guides and gaskets. After cleaning, rinse all surfaces of the compartment with 
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potable water, rinse it again with a lOO-pp, (mg/I) solution of hypochlorite, allow 
it to dry and then return the unit to service. 
VI. On a specific schedule, disconnect ice-making machines, discard all ice and 
disassemble removable parts of the machine. Thoroughly clean the machine and 
the parts. Check for the need of possible repair of any portion of the machine. 
Insure the presence of an air gap at all inlets for potable water. Inspect for insect 
or rodent infestation under the unit and treat if necessary. Check the gasket 
around the ice-chest door (open compartment models) for cleanliness and 
evidence of possible leakage or dripping of contaminants into the ice chest. Clean 
the ife storag~c.op!partment~j~ 5 ~.!?gye~ P!.ac~ a ~()"...m?m s.()lutj9~.of.__ .. ~ _____ ."_' 
hypochlorite in the ice machine for at least 4 hours or a lOO-ppm solution for at 
least 2 hours. Circulate the solution throughout the entire ice making and storing 
system according to the manufacturer's recommended cleaning and sanitizing 
procedures. Remove the disinfecting solution, flush the system with potable 
water, allow the ice compartment to dry and then return the unit to service. 
VII. Neither routine microbiologic sampling of ice or ice machines is recommended. 
Sampling could be carried out if it were desired to use the data obtained to 
develop best schedules for cleaning open ice chests under existing conditions. To 
sample, remove and melt ice aseptically and do quantitative plate counts (or use 
membrane-filter technique) on the resulting water; possible pathogens should be 
identified if present. If laboratory service to conduct such evaluations is not 
readily available, ice melted in a sterile container might be submitted to the local 
health department in their water sampling for microbial contamination on ice 
scoops could be conducted very occasionally for educational purposes. 
REFERENCE: Centers for Disease Control publication. 
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CARE OF PATIENT WITH PEDICULOSIS (LICE) 
PURPOSE: To adequately treat cases of pediculosis and prevent transmission to 
others. 
1. 
Any patient with positive evidence of Pediculosis Capitus (head lice), 
Pediculosis Corporis (body lice) or Pediculosis Pubis (pubic lice) will be 
treated upon physicians order. ALL suspected or diagnosed cases should 
be reported to the Infection Control Practitioner. 
GENERAL INFORMATION: 
Pediculosis is an infestation of the scalp, the hairy parts of the body, or clothing 
with adult lice, larvae or nits. It is transmitted by direct contact with an infested 
person and indirectly by contact with their personal belongings (clothes, bedding. 
brush and comb, etc.). 
A. HEAD LICE (pediculosis Capitus) 
Appears as minute gray-white nits (eggs) finnly attached to the hair shaft 
close to the scalp (the tiny gray lice can sometimes be seen). They are 
usually found on the scalp and hair at the back of the head and behind the 
ears. Patients with lice will experience intense itching. The resulting 
scratching may lead to complications such as impetigo and enlarged 
cervical lymph nodes. 
B. BODY LICE (pediculosis Corporis) 
c. 
The body louse lives chiefly in the seams of undergannents and other 
clothing, to which it clings. The lice move to the skin for blood feedings 
and then return to the clothing. Body lice are associated with transmission 
of tick typus, trench fever or relapsing fever. 
Areas of the skin involved are those that come in closest contact with the 
undergarments (necl4 trunk, thighs). The bite causes characteristic minute 
hemorrhagic points. Itching resulting in widespread excoriation may 
appear on the back or shoulders. Secondary bacterial infections and 
dermatitis may occur. 
PUBIC (crab) LICE (Pediculosis Pubis) 
The pubic louse is chiefly transmitted by sexual contact and is usually 
localized to the pubic area, but may infest the hairs of chest, axillary hair, 
beard and eyebrowsllashes. Like the head lice the nits are attached to the 
hair shaft. The main symptom is itching. A reddish brown "dust" (formed 
from the excretion of the louse) may be found on/in underclothing. Gray-
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blue macules (spots, }·3cm diameter) may be seen on the trunk, thighs and 
axilla. Treatment of pediculosis must be ordered by the physician. One 
frequently prescribed treatment is Kwell (shampoo, lotion or cream). It is 
best to never use K well more than two times in one week. 
n. PROCEDURE 
Explain to patient, family members (ifpossibJe) and health care workers what the 
problem is and how it is transmitted from person to person. Educate patient, 
family and staff on the need for maintaining cleanliness of person, clothing and 
bedclothes. Advise all people who have had close contact with the patient to 
watch for signs o(mfestation and to see a-phYSICIan tOrtfeatmenf (treatment--rs-----·-·-
recommended ONLY when evidence of infestation is present). 
Ill. TO A VOID REINFEST A nON 
A. Clothing, bedclothes, etc. are to be transported in plastic bags. Wash 
clothes and bedding in HOT soapy water (allow time between loads for 
fun recovery of hot water) and dry on HOT cycle of dryer. 
Unwashable clothes or articles (pillows, blankets, etc.) are to be placed in 
a plastic bag and sealed for 10-12 days (lice die in about 48 hours without 
a blood meal and nits kept at room temperature for 10 days do not hatch..) 
IF TREATING FOR BODY LICE keep bag sealed for 30 days because 
the body louse and eggs survive longer off the body. 
Dry cleanable clothing may be sent to the cleaners. 
B. Hair brushes and combs can be disinfected by washing thoroughly with a 
germicidal solution and hot water then soaked for 15 minutes in isopropyl 
(rubbing) alcohol. 
C. Beds and mattresses may be wiped down with a germicidal solution. 
D. Special cleaning of rooms is not needed. Fumigation of rooms is not 
recommended. 
E. Confining the patient/resident to hislher room for 24 hours after treatment 
is desirable but may not be practical or possible in the nursing home 
setting. 
F. Precautions for employees consist of wearing gloves andlor gown if in 
close contact with infested person or things (Le. applying Kwell, handling 
clothes, bedding, etc.), This is necessary before treatment and for 24 
hours after treatment. Hand washing is the best technique for protection 
of oneself and others. 
H4 
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IV. HEAD LICE 
A. Obtain physicians order for treatment and report to Infection Control 
Practitioner. 
B. Explain procedures to patient. 
C. Before starting treatment, be sure that patient has clean clothing or a 
hospital gown to put on. Person doing treatment should have on gloves. 
D. Apply 2-3 oz KweU Shampoo to dry hair, adding a small amount of water 
at a time, work shampop.into the hair and scalp and leave on for 4-5 
minutes. (Be careful not to get shampoo in face or eyes.) 
E. Rinse thoroughly and· rub~fiair dry 'With a iower(D(fN'OT use' a halr----'--------
dryer). 
F. When hair is dry, any remaining nits (eggs) may be removed with a fine-
tooth comb or tweezers (vinegar may be applied to soften the nits and help 
removal). 
O. Have patient bathe with soap and water (do not rewet hair) following 
treatment, put on clean clothes and hospital gown. 
H. While treatment is being done, have the bed stripped (place linen in plastic 
bag before sending to laundry); and all washable clothing, etc. placed in 
plastic bag to be washed by family (if possible) or staff. Unwashable 
items are placed in a plastic bag and sealed (write date and time on bag) 
for 10-12 days. Comb and brush are to be cleaned. 
1. Be sure that patient has CLEAN clothing and CLEAN bed linen and all 
infested items have been removed from room.~ 
J. The following day. have the patient take a thorough bath and shampoo 
(DO NOT USE KWELL). Make sure that patient again has clean clothes 
and clean bed linen. 
K. Check the patient closely to see that treatment was effective. A second 
treatment can be given after 24 hours using the same procedure. 
V. BODY LICE 
A. Obtain physicians order for treatment and report to Infection Control 
Practitioner. 
B. Explain procedures to patient. 
C. Before starting treatment, be sure that patient has clean clothing or a 
hospital gown to put on. Person doing treatment shOUld have on gloves. 
D. Apply 2-3 oz Kwell Shampoo to dry hair, adding a small amount of water 
at a time, work shampoo into the hair and scalp and leave on for 4-5 
minutes. (Be careful not to get shampoo in face or eyes.) 
E. Apply Kwelliotionfcream in a thin layer and rub in thoroughly. Cover the 
entire body from the neck down. Pay special attention to folds. creases, 
genital and anal area and finger nails. Leave on skin for 10-12 hours. Be 
sure patient has clean clothes or hospital gown to put on. 
us 
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F. While treatment is being done. have the bed stripped (place linen in plastic 
bag before sending to laundry); and all washable clothing, etc. placed in a 
plastic bag and sealed (write date and time on bag) for 30 days. 
G. Be sure that patient/resident has CLEAN clothing and CLEAN bed linen 
and all infected items have been removed from room. 
H. After 10-12 hours have patient bathe thoroughly. Make sure patient again 
has clean clothes and bed linens. 
VI. PUBIC LICE 
A. Obtain physicians order for treatmentandreportto"lmectlon -ContiOI _. __ . -.- .. 
Practitioner. 
B. Explain procedures to patient. 
C. Before starting treatment, be sure that patient has clean clothing or a 
hospital gown to put on. Person doing treatment should have on gloves. 
D. Have patient bathe with soap and water. After the bath, allow the skin to 
dry and cool before applying the Kwell. 
E. Apply Kwelilotionlcream to hairy areas of involvement (DO NOT USE 
KWELL ON EYEBROWS OR EYELASHES) and leave on for 12 hours. 
Be sure to put KweU on fingernails. 
F. Nits (eggs) may need to be manually removed using tweezers or cotton 
applicators dipped in vinegar. 
G. While treatment is being done, have the bed stripped (place linen in plastic 
bag before sending to laundry); and all washable clothing, etc. placed in 
plastic bag to be washed by family (if possible) or staff. Unwashable 
items are placed in a plastic bag and sealed (write date and time on bag) 
for 10-12 days. Comb and brush are to be cleaned. . 
H. Be sure that patient has CLEAN clothing and CLEAN bed linen and all 
infested items have been removed from room. 
I. After 10-12 hours have patient bathe thoroughly. Make sure patient again 
has clean clothes and bed linens. 
J. May need to repeat treatment in 4-7 days for heavy infestation. 
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USE OF OXYGEN-~ 
PURPOSE: To promote patient safety in administering oxygen. 
POLlCY: The following guidelines will be observed in oxygen administration. 
A. The O2 cannula or mask does not require scheduled changing when 
used on one patient It should be changed when soiled or dirty. 
B. The tubing"should be <kept off the floor. 
C. The ~ equipment should be cleaned regularly. 
D. If a disposable humidifier is used, it may be used until empty. 
There is no maintenance of the reservoir. 
E. If a reusable humidifier is used, it should be emptied, rinsed, dried, 
and refilled with sterile water daily. The person changing the 
water should label it with the date. time and initials. 
F. Reusable humidifiers should not be stored with water in them since 
microorganisms may grow in the water. 
G. If the flow rate is less than 4liters, humidification may not be 
required. 
H. The filter on the concentrator should be checked at least every 
month and cleaned as needed. The filter check can be documented 
on tape on the concentrator. 
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PEST CONTROL 
PURPOSE: To provide an environment free of pests. 
POLICY: The facility will have a pest contract that provides frequent treatment of 
the environment for pests. It will allow for additional visits when a 
problem is detected. 
Monitoring of the enviroJl1l1~l!Lwi~1 be d9.~. byJhe f?t::1Hty's stl!!f~.J~_~st .. __ ._. ___ ._._._. 
control problems will be reported promptly. 
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PETS 
(ANIMALS IN THE NURSING HOME) 
PURPOSE: To assure that animals used for pet therapy pose no danger to the 
residents . 
POLICY: . Animals used in the pet therapy program should be screened first by the 
veterinarian. All required immunizations should be given. Periodic re~ 
evaluationo'fthe anhiuirs health should be done~"Someoneill·tlie faCllity--···- .. ---.. -.-
will be assigned to assure cleanliness of the pet and his freedom from 
infestations. 
Turtles are not recommended as pets due to their occasional carriage of 
Salmonella. 
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CARE OF PATIENT WITH SCABlES 
PURPOSE: To adequately treat cases of scabies and prevent transmission to others. 
POLICY: Any patient with positive evidence of Scabies (Sarcoptes scabiei) will be 
treated upon physicians order. ALL suspected or diagnosed cases should 
be reported to the Infection Control Practitioner. 
I. GENERAL INFORMATION . 
Scabies is an ·infectiousdisease ofthe·skm caused by the-Sarcoptes scaolei'oiTtCli--··· 
mite. Transmission occurs most often by close personal contact; prolonged casual 
contact also can result in transmission. Bedding and clothing (freshly 
contaminated) can sometimes be a source of transmission. 
Scabies begins with intense itching, papular eruptions, usually in the inter--digital 
spaces, but other areas can be involved. These areas may include the skin over 
the wrists, elbows, anterior axillary folds, belt line, thighs, nipples, abdomen, 
lower portion of the buttocks in women and external genitalia in men. The 
scabies mite burrows under the skin and these burrows look. like short, zig-zag, 
grayish-white lines. The eruptions are caused by immature stages of the mite 
and/or sensitization to the protein produced by the mite. In persons without 
previous exposure, a period of2-6 weeks usually elapses before the onset of 
symptoms. Persons who previously have been infected develop symptoms 1-4 
days after exposure. 
Treatment of scabies must be ordered by the physician. One frequently 
prescribed treatment is Kwelliotion or cream, applied from the neck down. 
Scabies is almost always gone within 12 hours after the first treatment but a 
second treatment, repeated after 7 days, is recommended. The rash and itching 
may continue for 2-3 weeks. A soothing ointment is usually ordered after 
treatment is completed. 
Before starting treatment, explain to patient. family members (ifpossihle) and 
health care workers what the problem is and how it is transmitted from person to 
person. Educate patient, family and staff on the need for maintaining cleanliness 
of person, clothing and bedding. Advise all people who have had close contact 
with the patient to watch for signs of infestation and to see a physician for 
treatment. 
II. TO AVOID REINFESTATION 
A. ALL clothing, bedclothes, etc. that have been in recent contact with the 
patient are to be cleaned. These items are to be transported in plastic bags. 
Wash clothes and bedding in HOT soapy water (allow time between loads 
uo 
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for full recovery of bot water) and dry on HOT cycle of dryer. 
Unwashable clothing and articles are to be placed in a plastic bag and 
sealed for 5-6 days (the mites do not survive more than 3·4 days without 
contact with the body). 
B. Beds, pillows, mattresses, furniture, etc. may be wiped down with a 
germicidal solution and/or sprayed with R & C Spray or a house and 
garden insecticide. DO NOT SPRAY mattress, pillow, etc. if patient will 
be using them immediately. Allow some time for articles to "air". 
C. Special cleaning of rooms is not needed. Fumigation of rooms is not 
recommended. - .'-" <, .~-» .. - <.< ••••••• _. _ ...... '-"-~' .-... -~-•• - •• 
D. Confining the patient to hislher room for 12-24 hours after treatment is 
desirable but may not be practical or possible in the nursing home setting. 
E. Precautions for employees consist of wearing gloves and a gown if in 
close contact with infested person or things (i.e. applying gloves, bedding, 
etc.). This is necessary before treatment and for 12-24 hours after 
treatment. Hand washing is the best technique for protection of oneself 
and others. 
III. PROCEDURE 
A. Obtain physicians order for treatment and report to Infection Control 
Practitioner. 
B. Explain procedure to patient and family. 
C. Before starting treatment, be sure that patient has clean clothing or 
hospital gown to put on. Persons doing the treatment should have on 
gloves and gown. 
D. Have patient bathe with soap and water. After the bath, allow the skin to 
dry and cool before applying KweU. 
E. Apply K welliotionicream in a thin layer and rub in thoroughly. Cover the 
entire body from the neck down; pay special attention to folds, creases, 
fingernails and inter-digital spaces. Leave on the skin for 10-12 hours. Be 
sure the patient has CLEAN clothes or hospital gown to put on. 
F. While the treatment is being done. have DeQsmpped (place bedding in 
plastic bag before sending to laundry); all washable clothing, etc. that bas 
been in recent contact with the patient is to be placed in a plastic bag to be 
washed by the family or the staff. Unwashable items are to be placed in a 
plastic bag and sealed for 5-6 days (label bag with name, date, etc.). 
~21 
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G. Be sure that patient has CLEAN clothing and CLEAN bedding and that all 
infested items have been removed from room. 
H. Any furniture, mattresses, pillows, etc. that need to be wiped down with a 
gemlicidal solution or sprayed with R & C Spray or house and garden 
insecticide should be sprayed when patient is not going to be using it right 
away. 
1. After 1 0-12 hours have patient bathe thoroughly. Make sure that the 
patient has clean clothes and that bed linen is changed again . 
. .. . _ ..... ~ ,_ .... ,.. .... .. ' ..... _. __ ..... ~ .. ·_.* __ c ___ ¥ ___ .~_._ •• , •• 
NOTE:It is recommended that the treatment begin at bedtime. If treatment 
is to be repeated, follow the same procedure. 
122 
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COLLECTION OJ? SPECIMENS 
PURPOSE: To insure that appropriate techniques are used in specimen collection. 
POLICY: 
A. Wash hands before and after obtaining specimens. 
B. Gloves should be worn for the ~ollecti?~?! all sp~cim~ns. 
C. All specimens sent to a lab should be in a spill-proof, leak-proof, 
container. This container should then be placed in a plastic bag and 
sealed. If the specimen is blood or other potentially infectious materials 
(as defined by OSHA), the container should be marked with the Biohazard 
symbol. 
D. All specimens for cultures should be taken to a lab as soon as possible. 
E. Docwnent collection of specimens in nurse's notes. 
F. When obtaining wound drainage specimens, superficial wound drainage 
should be removed so as to decrease the likelihood of specimen 
contamination with skin flora. 
G. Urine should be kept sterile by obtaining it from the sampling port of the 
catheter using a sterile syringe and placing it in a sterile container. DO 
NOT take sample from collection bag. 
H. Refer to Nursing Procedure Manual for specific instructions on obtaining 
specimens. 
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USE OF THERMOMETERS 
PURI)OSE: To insure appropriate technique in maintaining clean thermometers. 
POLlCY: 
A. If reusable electronic thermometers are used, individual probe covers are 
used and discarded after each use. If there is soiling of the probe it should 
be cleaned with alcohol after use. If there is visible contamination of the 
outside to-the-eiectromcihermometer IfshOUld be cleaneoimmea1atelY--- -'--'-- --
following the manufacturer's recommendations. 
B. If reusable glass thermometers are used, they should be covered with a 
plastic thennometer sheath during use. On removal of the sheath, the 
thermometer should be disinfected with alcohol. 
NOTE: The thin sheaths do not guarantee freedom from 
contamination of the themiometer. 
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SUCTIONING AND CARE OF TRACHli:OSTOMlES 
PURPOSE: To insure appropriate technique in care of tf'dcheostomies. 
POLICY: 
1. When suctioning. gloves will be used on both hands. If splashing is likely, 
masks and eyewear will be worn. 
III. Sterile, disposable suctioning catheters should be used. 
IV. Disposable tracheotomy kits and single use saline should be used for 
tracheotomy care. 
V. A sterile catheter should be used each time the trachea is suctioned. The 
mouth and oropharynx should be suctioned only after the trachea has been 
suctioned. 
VI. Single use sterile saline/water will be used for rinsing the catheter. 
125 
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NASO(;ASTRIC/GASTROSTOMY TUBE FEEDING 
PURPOSE: To assure safe practice in providing tube feedings. 
]'OLlCY: Pre-mixed feedings are preferable, however. the following procedure will 
be followed with all enteral (tube) feedings that are not pre-mixed. 
1. Wash hands. 
II. Prepare feeding using clean technique according to the physician's order. 
A. Wash top of can with running tap water. . .. -......... -_ ...... _-
B. Open can. Pour prescribed amount of feeding and fresh tap water into 
clean miKing container. Discard any remaining feeding in the can. 
C. Label the feeding bag with the resident's name, room, date and time 
started, kind and strength of feeding, volume, delivery rate and initials of 
staff member starting the feeding. 
D. Take to the bedside. 
Ill. Stop the pump. Check volume control for amount infused and record intake. Clear 
the volume control. 
IV. Discard any remaining feeding (do not top off). Rinse the container with tap 
water. Add the prescribed amount of water if ordered. Start the pump. When 
water is absorbed add new feeding product. 
V. / Add feeding sufficient to run no longer than eight (8) hours. 
VI. Document feeding on tube feeding record. 
VII. Change feeding every eight (8) hours wdess ordered differently. 
6:00 a.m. 
2:00p.m. 
10:00 p.m. 
VIII. Feeding container is to be labeled with time started with each new feeding. 
IX. The feeding container, tubing and syringe is to be changed every 24 hours. 
X. Check tube for correct placement every four (4) hours. 
Xl. Keep the head of the bed elevated 30° at all times. 
NOTE: Pre-mixed feedings generally may hang safely for longer than eight (8) 
hours. Follow the manufacturer's recommendations. 
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UR1NARY CATHETERS 
PURPOSE: To insure appropriate technique in the care and maintenance of Foley 
catheters. 
POLICY: 
L Catheters should be inserted only when necessary and left in place only as long as 
needed. Consider other methods of urinary drainage (condom catheters. 
intermittent catheters, etc.) as alternatives. 
II. Hand washing must be done imrnediateiy before and aftermanipuhitlngtbe ----- ------.--
catheter. 
IlL Catheters are inserted using aseptic techniques and sterile equipment. Use as 
small a catheter as necessary for good drainage to minimize urethral trauma. 
IV. Secure catheter properly to prevent movement. A leg strap or tape may be used. 
V. Maintain a closed sterile drainage system. 
A. If irrigation is necessary, disinfect tubing junction before disconnecting. 
Using aseptic technique, irrigate with a sterile syringe and sterile solution. 
Discard unused solution. 
B. To obtain specimens, disinfect sampling port and withdraw urine with a 
/ sterile syringe. Document collection in the Nurse's Notes. 
Vl. Maintain unobstructed urine flow by keeping the collection bag below the level of 
the bladder and the tubing free of kinks. Secure the tubing with a leg strap. 
VII. Keep the collection bag off the floor. 
VIII. Clean around the catheter daily with soap and water. 
IX. Document color and characteristics of urine and any urinary tract symptoms. 
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VISITORS 
I'URPOSE: To prevent transmission ofinfection to patients and visitors. 
POLlCY: Visitation of nursing home residents is encouraged. However, family and 
visitors should be aware of the nursing home resident's susceptibility to 
infection and refrain from visiting if they have a communicable disease. 
Nursing home personnel will help screen visitors who are obviously ilL 
Visitors will observe the facility's policies (or isolation pr~(,;tices and 
barrier precautions. 
During an outbreak (e.g. flu season), visitors will be reminded to refrain 
from visiting if they are ill. 
/ 
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INFECTIOUS WASTE MANAGEMENT 
l'URPOSE: To decrease the potential of exposure to hazardous waste by appropriate 
management and disposal. 
POLICY: 
I. DEFINITION OF INFECTIOUS (BIOMEDICALIREGULATED) 
WASTE 
A. OSHA has defined regul~~ed waste .to incl~de: 
1. Blood and blood products 
2. Pathological waste 
3. Microbiological waste 
4. Contaminated sharps (needles, lancets, scalpel blades) 
B. Long tenn care facilities usually generate only blood and blood 
products and contaminated sharps. 
II. NEEDLES AND SHARPS 
A. Sharps will be placed directly into impervious. rigid. leak-proof 
agd puncture-resistant containers to eliminate the hazard of 
physical injury. The containers will be appropriately marked with 
the biohazard symbol. 
./ 
B. Sharps containers will not be overfilled. When full, the Charge 
Nurse will be responsible to see that the containers are removed 
from the use area. 
C. Used needles will not be recapped. purposely bent or broken by 
hand, removed from disposable syringes or otherwise manipulated 
by hand. 
In. BLOOD AND BLOOD PRODUCTS 
A. Ifblood is collected in a tube and then needs to be discarded, it 
may be placed in the tube in the needle disposal container to be 
disposed of with infectious waste. 
B. Bloody fluids, e.g. bloody urine. may be discarded by carefully 
pouring it into the sanitary sewer. 
811 
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IV. OTHIW. WASTES (NON-REGULATED) 
A. Fluid filled containers, e.g. Foley bags, will be emptied into the 
sewer prior to disposal of the container in the trash in the soiled 
utility room. 
B. Patient care items (e.g. Foley bags, gloves) will not be discarded in 
the resident's room due to potential contamination and for aesthetic 
purposes. 
C. Dressings will be bagged at the bedside and discarded in the soiled 
utilitY roomtrashcan. Dressings are not conSidered infectious . 
waste unless they are soaked and dripping wet with blood. 
Otherwise they can be contained in a regular, impervious trash bag 
and discarded with regular trash. 
D. Final disposal of waste will be in accordance with local, state and 
federal regulations. Many facilities contract with a waste disposal 
company to collect, transport, and dispose of the waste. 
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l)nEVENTION OJ' WOUND IN.FECTJONS 
PURPOSE: To insure appropriate technique in doing dressing changes. 
POLICY: 
I. SURGICAL WOUNDS 
A. Until would edges are sealed and healing begins (about 24 hours after surgery for 
most wounds) the incision should remain covered with sterile dressings to reduce 
the risk of contamination. 
B. Persons taking care of wounds can reduce risks by washing hands and using 
instruments to handle dressings. If touching the wound is necessary, wear sterile 
gloves. 
C. When the wound has healed, dressings can be changed without gloves. Care 
should be taken to keep all drains patent and drain sites clean. 
D. When dressings are changed, wounds should be evaluated for signs ofinfection. 
Any purulent drainage should ~ cultured. 
E. Documentation of assessment of the wound must be done. 
/ 
F. Universal precautions should be followed with all patients. 
II.: DECUBI'iUS AND STASIS ULCERS 
A. Since chronic wounds are already highly contaminated with microorganisms, 
clean technique is used instead of sterile technique. 
B. At least weekly documentation of the wound's description and progress toward 
healing will be done. 
813 
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WOUND CAREITREA TMENT GUIDELINES 
PURPOSE: To provide excellent wound care to promote healing. 
I. GUIDELINES 
A. A weekly assessment should be done on all wounds requiring treatment. This 
should include measurement and a description. Preferably, this will be done on 
an assessment sheet and placed near the nurse's notes on the chart so nurses will 
be aware oftbe progress. (See sample assessment sheet) . 
B. The cart should be left in the hall and locked. 
C. Privacy must be provided during treatments. A "procedure inpr.ogress" sign is 
needed on the door. The door must be closed and the curtains pulled. 
D. Supplies are never placed on the bed. The soiled trash bag may be. 
E. SuppLies should be placed on a clean surface. A blue pad provides a nice clean 
barrier. 
F. Hand washing must be done as outliu,7d in the procedure. 
G. The resident must not be soiled when the dressing change is done. 
/ 
H. Medications should be for one designated resident only except large volume 
liquids e.g. saline. These may be poured into a cup to take to the bedside. 
I. A medication tube or bottle lip should not touch any item. 
J. The dressing should be labeled with the nurse's initials, date and time. 
K. Trash is bagged in the room and again in the bag on the cart. This bag is disposed 
in the soiled utility room. 
L. There must be a specific order for the treatment. 
M. Documentation of the treatment should be done immediately after the treatment. 
N. The care plan should reflect the current status of the wound and appropriate goals. 
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WOUND CARE PROCEDURE FOR MAJOR WOUNDS 
PURPOSE: To provide guidelines for good technigue in doing wound care. 
NOTE: "Clean technique" is used. Sterile techniques would be used with 
fresh surgery wounds. Care must be taken to prevent 
contamination of the supplies and surfaces used in wound care. 
I. SUPPLIES NEEDED 
Plastic trash bag attached to cart 
Scissors 
Small trash bag for bedside 
Medication/ointment 
Gauze 
SalinelH202 
Gauze wrap 
3 pair gloves 
Tape 
Blue pad 
Alcohol wipes 
NOTE: If the resident is soiled, wound care 'should not be done until he/she is 
II. 
cleaned. .. 
PROCEDURE 
,/ 
Take a well-stocked treatment cart down the hall and park it outside the resident' 
room. 
Remove the supplies needed and LOCK the cart. 
Set up the supplies on a CLEAN surface at the bedside (cover the surface with a 
clean impervious barrier before putting the supplies out). 
Provide privacy for the resident: put a Procedure in Progress sign on the door. close 
the door and pull the curtain. 
WASH YOUR HANDS 
Explain the procedure to the resident. 
Cut the tape with your clean scissors. 
Put gloves one. 
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Remove the soiled dressing and place in a bag at the bedside. Place the soiled 
scissors on one comer of your setup not touching supplies. 
Remove gloves and discard in the bag. 
Clean the scissors with 60 seconds of contact with alcohol and place on a CLEAN 
corner of your setup. 
WASH YOUR HANDS 
Put on clean gloves. 
Clean the wound according to the order. Clean from the center outward. 
Place soiled gauze used for cleaning in the bag. 
Remove gloves and place in bag. 
Put on new gloves. 
Apply clean dressing as ordered. 
Remove gloves and place in bag. 
Initial, date and time dressing. 
/ 
Make resident comfortable. 
Close the bag and place in the large plastic bag attached to the cart. 
WASH YOUR HANDS 
Document the treatment on the treatment book on the cart. 
816 
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Insert Facility specific Wound Summary Form 
./ 
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SECTION 7 - DEPARTMENTAL POLICIES 
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BEAUTICIAN/BARBER SERVICES 
PURPOSE: To provide grooming services in a sanitary manner. 
POLICY: 
1. Work areas, surfaces and equipment will be maintained in a clean manner and in 
good repair. 
11. Reusable items (brushes, combs, clippers) will be disinfected betw~en useon 
different residents. 
Ill. Towels will be washed between use. 
IV. Capes wi II be clean for every use. 
V. Soiled washable items will be stored in a covered container until washed. 
VI. Hair is to be removed from the floor between residents. 
VII. Chemicals will be secured to prevent misuse or accidental ingestion. 
VIII. Hand washing will be done after providing care for each resident. 
IX. Resident's skin/scalp problems needing attention will be reported to the Oirector 
of Nursing Services. 
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])IETARY SEHVICES 
PURPOSE: To prevent contamination of food products and therefore prevent 
foodbome illness. 
POLICY: 
I. DIRJl:crOR OF FOOD SERVICE RESPONSIBILITIES 
A. Provide safe food services for patients and employees. 
B. Keep adequate records of temperature of refrigeration. 
C. Provide and document personnel education regarding personal hygiene 
and food handling sanitation. 
D. Report ill employees to the Infection Control or Employee Health Nurse. 
E. Obtain food only from approved sources. 
F. Provide for the proper receipt and storage of all food supplies. 
G. Maintain storage of perishable foods at 41 0 F or below. 
H. Store frozen food at or below 0° F. 
I. Make provision for removal and proper disposal of garbage from the 
kitchen. ' 
n. NURSING SERVICE RESPONSmILITIES 
Nursing Service will notify the dietary service if patients need any special 
arrangements for dietary services or if there are restriction on entering the 
resident's room. 
Ill. PERSONNEL 
A. Employee Health 
1. Personnel will comply with all health policies. 
2. Chronic carriers of communicable enteric infections will not be 
permitted to work in dietary services. 
3. Food handlers with diarrhea will be removed from duty until 
asymptomatic or stool cultures are negative for enteric pathogens. 
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B. Education 
Basic orientation and annual in-service education will include personal 
hygiene, hand washing techniques, and food handling sanitation and 
employee health. 
IV. PERSONAL HYGIENE 
A. Proper attire for food handlers should include a hair covering (hair nets or 
caps), ~_eshly laundered uniform and work shoe~ and shoXt. clean 
fingernails. Moustaches and sideburns must be kept trimmed. Beards 
must be covered. 
B. Excess jewelry should not be worn. 
C. Smoking is not permitted in food preparation or serving areas. 
D. Adequate numbers of hand washing sinks with soap dispensers and single-
use towels are provided. 
1. Wash hands carefully with soap and water whenever they become 
soiled, immediately before work in the morning, after using the 
bathroom. after coughing, sneezing, or blowing the nose, after 
touching the hair, mouth, or cigarettes, after handling raw' 
unwashed food and dirty dishes; before touching food, clean dishes 
and silverware. 
2. Hand washing procedure 
a. Wet hands thoroughly 
h. Lather with soap to wrists and use friction 
c. Rinse; clean nails 
d. Lather second time 
e. Rinse with water running from wrist down 
f. Dry on paper towel 
g. Tum faucet off with paper towel. 
V. FOOD STORAGE 
A. Upon arrival, all food will be inspected for damage, rodent or insect 
infestation and spoilage. 
1. Meat must be federally inspected. 
2. Milk must be pasteurized. 
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3. Eggs must be Grade A. 
4. Home canned or home-prepared items are not used. 
B. Floor drains that might permit contamination by sewerage back flow are 
prohibited. Food must be stored sufficiently above floor level and away 
from walls. All staple food should be stored in a clean dry place St. to 12" 
otT the floor on food dollies or shelves. This facilitates cleaning of floors 
and corners, and protects against contamination by the cleaning process 
itself and accidental flooding from any source. 
C. All non-food items must be properly labeled and stored away from food 
products. 
D. Toxic cleaning materials must be identified, stored, and used in sucb a 
manner as not to contaminate food. They are stored in a separate room. 
E. Fruits, vegetables, dairy products. meat, and poultry must be stored at 
temperatures between 33° - 45° F. Fish and shellfish, ice cream and frozen 
foods must be stored between 0° and - 10° F. 
F. Frozen foods must be thawed at refrigeration temperatures of 40° F or 
below, or quick-thawed as part of the cooking process. 
G. Old stock is rotated and used first. 
VI. PROPER FOOD HANDLING 
A. Raw, unprocessed fruits and vegetables will be thoroughly washed under 
running water before use. 
B. Foods coming from broken packages or swollen cans or food with an 
abnormal appearance or odor will not be served. 
C. Foods are prepared and served with clean tongs, scoops, forks. spoons, 
spatulas, or other suitable implements so as to avoid manual contact of 
prepared foods. 
D. Individual portions of food once served should not be served again. 
E. Prepared food should be transported to other areas in closed food carts or 
covered containers. 
F. Single-service articles should be discarded after one use. 
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G. Gloves should be worn when bagging silverware. Silverware for cafeteria 
service is stored in such a manner as to insure contact with handles only. 
H. All meats, stuffings and poultry meat are to be heated throughout to a 
minimum temperature of 1650 F; pork 1800 F. Dressing should be baked 
in separate pans. 
1. All meat salads, poultry salads, potato salads, egg salads, cream filled 
pastries and other potentially haz.ardous foods shall be prepared from 
chilled produc~ and refrigerated below 41 0 F immediately after 
preparation. 
J. Raw eggs are not to be served. They must be cooked. 
K. Leftovers must be dated, labeled, covered. cooled and stored (within 112 
hour) in a refrigerator, not at room temperature. 
L. Fingers are to be kept out of food; tasting must be done with a tasting 
spoon. Follow proper tasting procedures. Remove food with serving 
spoon and transfer to tasting spoon. Clean spoons must be used. 
M. Any item or food that is dropped on the floor must be discarded if it 
cannot be properly sanitized. 
N. Utensils, cups, glasses and dishes must be handled in such a way as to 
avoid touching surfaces with which food or drink will come in contact. 
Tongs must be used when serving rolls, pickles, etc.; cakes and pies must 
be placed on a plate with a spatula. 
O. All tops of canned foods must be washed before opening; C?an opener must 
be cleaned daily. 
P. Foods that have stood for several hours at room temperature cannot be 
considered safe and free from contamination and cannot be made so by 
refrigeration, especially during the summer season. They must be 
discarded. 
Q. Separate cutting boards for raw and uncooked food and for raw fruits and 
vegetable are necessary. 
1. Prepared foods should not be cut on the same board as raw food. 
2. Cutting boards should be of hard rubber construction rather than 
wood and must be disposed of. 
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R. Plastic ware or china that has lost its glaze or is chipped or cracked must 
be disposed of. 
S. All food grinders, choppers, mixers, etc. should be cleaned, sanitized, 
dried and reassembled after each use. 
T. Dishwashers: 
1. Should be drained and flushed after each meal. 
2. The machine. sho~ld be. maintained and run. accor~tng to 
manufacturer1s instructions. 
3. The dishwasher should be kept between 1400 F and 2000 F. 
4. Stacking and emptying of the dishwasher should be done by 
separate personnel to prevent re-contamination of dishes.· 
5. In exceptional circumstances with only one person available, he or 
she must wash hands thoroughly and put Qn a clean apron before 
handling clean dishes. 
U. All pots and pans must be air dried after the final sanitizing rinse. 
V. Stearn tables 
1. Must be able to maintain hot foods at temperatures of, 1400 F or 
above. 
2. Must not contaminate food through splashing or condensatjon. 
3. Must be kept in clean and sanitary condition through regular 
cleaning. 
4. Must not be used for warming foods but for holding hot foods hot. 
W. Cold tables 
1. Must be able to keep cold foods below 410 F. 
2. Must be kept in clean and sanitary condition through regular 
cleaning. 
3. Must not be used to refrigerate foods but to keep cold cuts cold. 
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X. Ice machines must be of a type that eliminates contamination during ice 
manufacture, storage and dispensing. 
Y. Food items may not be stored directly on top of ice. 
VII. FOOD I) REP ARED OR STORED OUTSIDE DIETARY DEPARTMENT 
A. The use of food prepared by an individual outside the hospital must be 
discouraged. When a patient insists on having food prepared by an 
outside source, the listed guidelines must be followed. 
1. Food should not be contraindicated on patient's chart. 
2. Food should be eaten immediately and not stored. 
3. Food prepared from milk or eggs should not be pennitted because 
of bacterial contamination risks. 
vnI. DIETARY HOUSEKEEPING 
A. All food carts should be sanitized after each meal. 
B. Ranges and grills should be cleaned daily. 
C. Dirty equipment should never touch food. 
D. All work surfaces, utensils and equipment should be cleaned and sanitized 
after each use. 
E. If a salad bar is available, it must be cleaned fonowing each meal. 
F. All floor surfaces must be wet-mopped daily and as needed using a bucket 
with wringer and germicide. 
G. Storage facilities for raw and cooked food must be cleaned and sanitized 
on a fixed schedule. 
H. Rodent and pest control must be provided on a fixed schedule and as 
needed. 
IX. DIETARY GARBAGE REMOVAL 
A. Waste cans with plastic garbage bags should be used for all non-food 
waste. 
B. Food waste may be disposed of in garbage. disposal or covered waste cans. 
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HOUSEKEEPING SgRVICES 
PURPOSE: To promote a sanitary environment. 
POLICY: 
I. FRICTIONAL CLEANING 
A. Thorough scrubbing will be used for aU environmental surfaces that are 
being cleaned in patient care areas. 
B. Mop heads, de-anini ClothS-and cleanirigsolutlons will be 'change(fwhen- "'-'-'" 
they become obviously dirty. 
C. Cleaning methods and machines that resuspend dust from surfaces will be 
avoided, especially in patient care areas. 
II. DISINFECTANT FOGGING 
A. Disinfectant fogging is ineffective, time consuming and potentially toxic. 
It is not used. 
III. ROUTINE CLEANING OF HORlZONT AL SURFACES 
A. In patient care areas, cleaning of non-carpeted floors and other horizontal 
surfaces will be done daily and more frequently if spillage or visible 
soiling occurs. 
IV. CHOICE OF CLEANING AGENTS FOR USE IN PATIENT CARE 
AREAS 
A. A hospital-grade disinfectant/detergent registered by the federal EPA will 
be used. 
B. Except for alcohol (70 to 90%), antiseptic agents intended for use on skin 
will not be used for surface cleaning. 
V. CLEANING BLOOD SPILLS 
A. Blood spills may be cleaned using a blood spill kit, a fresh 1: I 0 dilution of 
bleach, or any EPA registered germicidal agent. 
B. Gloves should be worn for cleaning blood spills. 
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VI. CARPETING IN J) A TIENT CARE AREAS 
A. Carpeting will be vacuumed regularly, cleaned promptly if spills occur 
and shampooed every 3 to 6 months or when indicated by appearance. 
B. Carpeting will not be used in heavy soiling and spillage areas. 
C. Vacuum cleaners should be designed to filter discharged air and not 
resuspend dust from the floor. 
VII. TRASH 
A. Trash will be removed from all areas on a specific schedule to prevent 
spillage and odors. 
Reference: CDC Guideline on Environmental Control. 1981. 
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LAUNDRY SERVlCES 
PURPOSE: To assure a clean supply of linens and to protect employees who handle 
and process the laundry. 
POLICY: 
I. ROUTINE HANDLING OF SOILED LINEN 
A. Soiled line~ should be handled as little as possible and with. a minimum of 
agitation to prevent gross microbial contamination of the air and of 
. "j;ersonshandfmg the Tuien. ..... . . .. . . . '--" 
B. All soiled linen should be bagged or put into carts at the location where 
used; it should not be sorted or pre-rinsed in patient-care areas. Linen that 
is saturated with blood or body fluids should be deposited and transported 
in impervious bags. 
C. Soiled linen should be removed from patient-care areas at least daily and 
may need to be removed more frequently, depending on the amount of 
soiled linen that is generated. . 
II. TRANSPORTATION OF LINEN 
A. All clean linens should be stored and transported in carts used exclusively 
for this purpose, or in linen carts that have been decontaminated after 
being used for soiled laundry. 
B. If laundry chutes are used, all linens should be bagged. 
C. Laundry chutes should be located in well-ventilated roolOS-not on 
corridors. 
D. Laundry chutes should be cleaned regularly, e.g., every 6 months, if 
laundry is not properly bagged. 
III. SEPARATING CLEAN FROM nmTY IN THE LAUNDRY 
In the laundry, dirty linen should be moved from the dirtiest to the cleanest areas 
as it is being processed; dirty linen should be clearly separated from areas where 
clean linen is handled. Ventilation air, on the other hand, should flow from the 
cleanest to the dirtiest areas. All areas should be cleaned on a regular schedule; 
e.g., some areas that are'quickly soiled may require daily cleaning while others 
may need cleaning twice a year. 
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IV. I>ROTECTING PERSONNEL WHO SORT LAUNDRY 
A. In the laundry, handwashing facilities and protective barriers (e.g., gowns, 
gloves, and masks) should be made available to personnel who sort 
laundry. 
B. Laundry personnel should wash their hands and remove protective barriers 
before going into the clean linen area. 
V. HOT-WATER WASHING 
Linens should be washed with a detergent in water-nottei- than 7 1° C (l661l }') for-
25 minutes since this is an effective method for cleaning and for killing most 
vegetative bacteria. 
VI. HEA VILY SOILED ITEMS 
Heavily soiled items, such as doormats and floor mops, should be laundered 
separately from linens. 
VII. STERILE LINENS 
Only those linens used in procedures requiring sterile technique should be 
sterilized. 
VIII. CONTRACT LAUNDRY SERVICES 
Laundry services contracted outside the hospital should handle laundry in a 
manner acceptable to the infection control committee after consideration of the 
above recommendations. 
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MAINTENANCE DEPARTMENT 
PURPOSE: To assure proper maintenance of the physical plant. 
POLICY: 
I. PREVENTIVE MAINTENANCE 
The Maintenance Department is responsible for maintaining the facility's 
ventilation systems and temperature control. They also clean or change filters on 
a.·routine basis. - .,. --- "', .' .. ... -. --.. ' 
IL INCINERATION 
A. Contaminated wastes, needles and blood are incinerated or disposed of by 
a waste management company. 
B. If on-site incineration is done, the maintenance department is responsible 
for use of the incinerator. 
III. BARRIER PRECAUTIONS 
A. If maintenance personnel must enter patient rooms, they must observe the 
same precautions observed by nursing personnel. 
B. Any equipment/tools that become contaminated with body secretions will 
be cleaned upon removal from the patient's rooms. 
IV. GENERAL FACILITY MAINTENANCE 
The department will do on-going monitoring of the facility for areas needing 
repair and, if needed, will report to the Administrator for approval of the repairs 
needed. 
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S":CTION 8 - OSHA BLOOD HORNE ]> ATHOGE.NS REGULATIONS 
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BLOOD BORNE PATHOGENS EXPOSURE CONTROL PLAN 
1. PURPOSE: To establish procedures to minimize or eliminate employee 
occupational exposure to bloodbome pathogens. 
n. SCOPE 
All employees with occupational exposure to blood or other potentially infectious 
materials, as set forth in Section IV, "Exposure Determination," shall be educated 
and trained in accordance with the OSHA Final Rule on Occupational Exposure 
to Bloodbome Pathogens and shall adhere to the policies and procedures set forth 
in this document. . . "" . 
III. DEFINITIONS 
A. "Occupational Exposure" means reasonable anticipated skin, eye, mucous 
membrane, or parenteral contact with blood or other potentially infectious 
materials that may re~mlt from the perfonnance of an employee's duties. 
B. "Exposure Incident" means a specific ~ye, mouth, other mucous 
membrane, non-intact skin, or parenteral contact with blood or other 
potentially infectious materials that results from the performance of an 
employee's duties. 
C. "Blood" means human blood, human blood components and products 
made from human blood. 
D. "Other Potentially Infectious Materials" includes the following human 
body fluids: semen, vaginal secretions, cerebrospinal fluid. synovial fluid, 
pleural fluid, pericardial fluid, peritoneal"" fluid, amniotic fluid, saliva in 
dental procedures, any body fluid that is visibly contaminated with blood 
and all body fluids in situations where it is difficult or impossible to 
differentiate between body fluids. 
E. "Contaminatedt' means items, which have been in direct or indirect contact 
with a patient or with potentially infectious or hazardous materials. .An 
item may be contaminated even if the contaminant is not visible. All 
items which have contacted blood or other body fluids should always be 
considered contaminated. 
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IV. EXI>OSURE DETERMINATION 
Listed below are the job titles and specific tasks that require occupational 
exposure to blood and other potentially infectious materials. 
llEl)ARTM. TITLE TASKS P.P.E. TO BE USED 
Gloves Gowns Aprons Masks 
Eyewear 
.. ' '. 
This form is to be used if you have decided to offer Hepatitis vaccine to only certain 
employees within a department. 
V. CONTROL METHODS 
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A. General 
It is the responsibility of all employees to: 
1. Observe Universal Precautions as defined by CDC and OSHA. 
The philosophy guiding Universal Precautions is that all patients 
are considered to have the potential to transmit specific 
communicable diseases including Hepatitis B and AIDS via their 
blood and other potentially infectious body fluids, not only those 
patients who have been diagnosed or suspected of having a 
communicable disease. Therefore, precautions must be taken· 
whenever there is a potential to come in contact with blood and 
other potentially infectious materials. 
2. Attend training and education programs. 
3. Report any exposure incident as defined in this document and seek 
treatment promptly as specified in section "Post Exposure 
Evaluation and Follow-up." 
B. Engineering Controls 
Engineering controls designed to isolate or remove the bloodbome 
pathogens hazard from the work place are determined by Administration. 
Such controls include but are not limited to HEP A filters, laminar flow 
ventilation systems, well-devised traffic patterns, hand washing facilities 
and disposal systems. The employee shall observe all engineering controls 
muse. 
C. Work Practice Controls 
1. Employees shall make every effort to perform their tasks in a way that 
will minimize or eliminate their exposure to blood or other potentially 
infectious materials. 
2. Employees shall wash their hands immediately or as soon as feasible 
after removal of gloves and other Personal Protective Equipment. 
Immediately following any contact with blood or other potentially 
infectious materials or any contaminated items, employees shall wash 
their hands and any areas of contacted skin with soap and water and 
shall flush any contacted mucous membranes with water. 
3. Eating, drinking, smoking, applying cosmetics or lip balm and 
handling contact lenses are prohibited in work areas where there is 
occupational exposure. 
~53 
834 PCRC001087 
.... ., 
IN1?ECTION CONTROL POLICY AND PROCEDURE MANUAL 
4. Food and drink shall not be kept in refrigerators. freezers, shelves, 
cabinets or on countertops or bench tops where blood or other 
potentially infectious materials are present. 
5. Cuts) scrapes or lacerations of the skin shall be under protective 
clothing or covered by an occlusive dressing. If such compromised 
skin cannot be adequately protected, the employee shall not engage in 
tasks with occupational exposure. 
6. Needles and sharps shall be disposed of in containers that are" puncture 
resistant, labeied or color coded, and· leakproof on the SIdes and 
bottom. They shall not be recapped by hand, bent, broken or removed 
from the syringe except in specific approved situations. 
D. Personal Protective Equipment (P.P.E.) 
1. Use ofP.P.E. 
The employee shall have available and use appropriate P.P.E. in 
accordance with III of this document. 
P.P.E. will be considered "appropriate" only if it does not permit 
blood or other potentially infectious materials to pass through to or 
reach the employee's work clothes, street clothes, undergarments, 
skin, eyes, mouth or other mucous membranes under normal 
conditions of use and for the duration of time which the protective 
equipment will be used. 
P.P.E. includes, but is not limited to, gloves, gowns, aprons, 
laboratory coats, head and foot coverings, face masks, protective 
eyewear and other material, equipment or devices intended to 
protect the employee fonn exposure to blood or other potentially 
infectious materials. 
2. P.P .E. Accessibility 
Administration will assure that P.P .E. are accessible. They will 
provide P.P.E. of appropriate sizes and will replace them as 
needed. 
3. P.P.E. Disposal 
Employees shall remove P.P .E. upon leaving the immediate area of 
use and place in appropriate containers for laundry or disposal. If 
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contaminated, P.P.E. should be removed immediately with gloved 
hands. 
VI. HBV VACCINATION 
AU employees who have occupational exposure will be offered the Hepatitis B 
vaccine at no cost to the employee. This vaccine will be offered after training on 
Hepatitis B vaccine and within ten working days of initial assignment 
If the employee declines Hepatitis B vaccination but at a later date decides to 
accept the vaccination, Administration shall make available Hepatitis B 
vaccination at thflt time. 
Employees who decline to accept Hepatitis B vaccination offered by the employer 
will sign an appropriate Hepatitis B declination form. 
VII. POST-EXPOSURE EVALUATION AND FOLLOW-UP 
A. An employee who experiences an exposure incident shaH report such 
incident within one hour of occurrence to his supervisor. 
B. Administration shall make available a confidential medical evaluation and 
follow-up at no cost to each employee who has reported an exposure 
incident. 
VIII. TRAINING AND EDUCATION OF EMPLOYEES 
A. It is the responsibility of Administration to provide all employees covered 
by this document with training and education regarding occupational 
exposure. Such training shall be conducted by qualified personnel at the 
time of initial employment. Subsequent training will be conducted at lease 
annually and in accordance with OSHA rules and regulations. 
B. The Training Program shall include: 
I. Relevant OSHA Standards 
2. Epidemiology of bloodbome diseases 
3. Symptomatology of bloodbome diseases 
4. Modes of transmission ofbloodbome pathogens. 
5. Exposure Control Program 
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6. Methods of recognizing tasks that involve exposure to blood or 
other potentially infectious materials. 
7. Use and limitations of practices to prevent or reduce contact with 
blood and other potentially infectious materials. 
8. The types, proper use, locations, selection, removal, handling, 
decontamination and disposal of personal protective equipment. 
9. Hepatitis B vaccine 
10. Procedures to follow in event of emergency or exposUre incident: 
a. Method of reporting 
b. Follow-up 
11. Biohazard signs, labels and color-coding. 
IX. RECORD KEEPING 
The following records shall be established and maintained in accordance 
with law and the organization's policy: 
A. The dates and contents of all education and training programs, the 
individuals conducting the program and all persons in attendance-
by-attendance sign-in sheet. Training records will be maintained 
for 3 years from the date of the training. 
B. Confidential medical records for each employee with occupational 
exposure, including the employee's Hepatitis B vaccination status 
and infonnation regarding any post-exposure evaluation and 
follow-up. These records must be maintained for the duration of 
the employee's employment plus 30 years. 
PLEASE REFER TO THE EMPLOYEE HEALTH SECfION FOR OTHER 
POLICIES RELATING TO BLOODBORNE PATHOGENS. 
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SECTION 9 - TUBERCULOSIS CONTROL PLAN 
/ 
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TUBERCULOSIS CONTROL }'LAN POLlCY 
PURl)OSE: To Immmlze employee exposure to, and subsequent infection with, 
tuberculosis (TB). 
POLICY: This facility has adopted and will enforce the latest recommendations of 
the Center for Disease Control and Prevention (CDC) regarding 
prevention of occupational transmission of TB among its employees. The 
following procedures reflect the CDC guidelines of 1994. 
PROCEDURE: 
I. Administrative Controls 
A. Assignment of Responsibility 
B. Risk Assessment 
C. Admissions 
D. Prospective Employees 
E': Annual Personnel Screening 
. 
F. Exposure Incidents 
/ 
G. Documentation of Occupational Exposure 
II. Information and Training 
m. Engineering Controls 
A. Isolation 
B. Resident Transport 
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ADMINISTRATIVE CONTROLS 
A. ASSIGNMENT OF RESPONSIBILITY 
The Director of Nursing Services is responsible for implementation of the 
Tuberculosis Control Program. The Infection Control Practitioner may be 
delegated some of the responsibility under the direction of the DNS. 
B. RISK ASSESSMENT 
I. A risk asse~~mellt will be conducted initially to assess the facility's risk fO! 
transmission of tuberculosis and to direct the TB control measures to be 
implemented. In addition, retrospective risk assessment will be conducted 
by the facility at the end of each calendar year. 
2. A group of qualified individuals will be involved in the initial and 
annual risk assessment. It will be completed for the facility as a whole 
and for individual health care workers as deemed necessary. 
3. The evaluation proces.<) will include: 
a. Case surveillance 
b. Analysis of health care worker PPD test screening data 
~. Review ofTB patient medical records 
d. Observation of infection control practices 
e. Engineering evaluation 
" The data from the risk assessment wiU be used to determine control 
measures to be implemented by the facility to prevent the transmission of 
tuberculosis. Evaluation of items A. - C. above can be documented using 
the risk assessment form included with this policy. 
C. ADMISSIONS 
1. All first time residents will be screened for infection with tubercle bacilli 
on admission. See the form ItResident Summary ofTB Skin 
TestingIFollow-up" 
2. Screening for infection will consist of a PPD (Mantoux) skin test using 5 
units ofPPD injected intracutaneously. Residents with a history of skin 
test positivity will be screened by a chest x-ray and a physician's clinical 
assessment with proper documentation being included in the admission 
progress notes. 
3. Skin testing will employ the two-step procedure. (If the reaction to the 
first test is less than 10 mm, a second test will be given 1 - 3 weeks later). 
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A positive second lest is indicative of a boosted reaction and NOT a new 
infection. If the second test remains negative, the person is classified as 
uninfected. 
4. For purposes of interpretation, a skin test reaction of> 10 mm induration 
is generally considered positive. 
5. The results of all skin tests, chest x-rays, sputum exams and treatment for 
TB infection anellor disease will be documented on a Tuberculosis 
Summary Record (page 9-8) maintained for each resident. 
6. Potential-residents who exhibit evidence of new infection withTB will be . 
deferred from admission until clinical evaluation can be effected. 
Individuals with diagnosed tuberculosis will be admitted to the facility 
only after effective therapy has been initiated and the patient is no longer 
deemed infectious. 
7. All cases of suspected or confirmed tuberculosis will be reported to the 
County Health Department. 
8. All skin-test positive residents shall be clinically evaluated on an annual 
basis with documentation regarding the presence or absence of symptoms 
consistent with tuberculosis. 
\ 
9. Repeat skin tests win be provided for PPD negative residents after any 
suspected exposure to a documented case of active tuberculosis. In such 
an instance, a ,skin test conversion is defined as an increase of> 10 mm for 
a person less than 35 years of age or an increase of> 15 mm for a person 
35 years of age or older. Following exposure, skin test converters will 
undergo chest x-ray and clinical evaluation for tuberculosis. If so 
diagnosed, such residents win be placed on AFB precautions (negative 
pressure, private room with directed outside exhaust) for 7 days following 
the initiation of effective chemotherapy. If AFB precautions cannot be 
affected, the resident will be transferred off-site (hospital, home, etc.) until 
effective therapy has been documented (see 6. above). 
D. PROSPECTIVE EMPLOYEES· 
1. All qualified applicants for employment shall be screened for presence 
of infection with M. tuberculosis using the Mantoux PPD skin test. 
2. Skin testing will employ the two-step procedure. (If the reaction to 
the fIrst test is less than 10 mm, a second test will be given 1 - 3 
weeks later), 
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A positive second test is indicative of a boosted reaction and NOT 
a new infection. If the second test remains negative, the person is 
classified as uninfected. 
3. Individuals with a positive PPD (> 10 mm) shall be referred either 
to their private physician or to the County Health Department for 
follow-up and/or treatment. A letter frQm the physician or Health 
Department attesting to the non-infectious nature of the applicant 
must be received prior to date of hire. 
4. Individuals with a documented history of a positive PPD will not 
undergo skin testing. Such indIviduals will, however, be referred 
as in 3. above for follow-up. 
5. For purposes of interpretation, a skin test reaction of> 10 mm 
induration is generally considered positive. 
E. ANNUAL PERSONNEL SCREENING 
1. Employees with negative skin test history will have an annual PPD 
skin test and, depending on the test results, shall be followed as 
above. The two-step procedure need not be employed. 
2. Positive'react9fs who are unable or unwilling to take preventive 
treatment do not require periodic chest x-ray. Such individuals 
shall be informed of symptoms suggestive of TB and the procedure 
to follow shopld such symptoms develop. In addition, annual 
assessment for symptoms will be done. See the fonn 11 Annual 
Tuberculosis Assessment" (page 9-9). 
F. EXPOSURE INCIDENTS 
I. In the event of documented exposure to a diagnosed case of 
pulmonary TB, all exposed employees, as detennined by the ICP 
or consulting ICP, will undergo the following: 
a. PPD skin test, if previously PPD negative. 
b. Follow-up PPD skin test in 10 - 12 weeks. If employee 
develops a positive skin test, a CXR will be obtained. 
c. All PPD converters, regardless of CXR results, will be 
referred to their private physician or to the Health 
Department for follow-up. 
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d. Employment may be resumed contingen1 upon the receipt 
of documentation attesting to lack of infectivity. 
G. DOCUMENTATION OF OCCUPATIONAL EXPOSURE 
1. The occurrence ofTB infection (positive PPD) as well as active 
1'B disease will be recorded on the OSHA 200 log for all 
employees except in those situations involving pre-employment 
screening. 
!!: INfORMATION AND TRAINING 
A. At the time of initial orientation, all new employees will receive 
information and training regarding measures to be employed for the 
prevention and control of nosocomial TB. 
In. ENGINEERING CONTROLS 
A. Isolation Rooms 
1. This facility is not equipped with negative pressure isolation rooms 
and will neither admit nor provide care for any resident suspected 
or known to have actiye pulmonary TB. 
2. Any such resident is to be immediately discharged. In addition, 
potential employee exposure follow-up will be conducted as 
described under "Exposure Incidents". 
B. Resident Transport 
1. Residents requiring transport while considered infectious with TB 
will be provided with a standard surgical mask for the containment 
of respiratory secretions. 
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TUBERCULOSIS RISK ASSESSMENT 
FACILITY ________ _ DATE, ___ _ 
TIME FRAME 01' REVIEW: TO 
Active TB Cases in facility # __ _ 
Any TB cases in community? ---yes _no 
If no TB cases in community or facility = MINIMAL RISK 
New PPD conversions in facility # ___ Rate: __ % (# conversionsl# employees 
for the year x 100) 
PPD conversion rate significantly greater than areas without TB patients or than previous 
rate in same area -yes __ no 
Cluster of PPD test conversions (two or more PPD conversions in one area or a single 
occupational group thal works in multiple areas over a 3 month period) --yes 
no 
Evidence of patient-to-patient transmission ---yes __ no 
NO TO ALL ABOVE AND: 
No TB patients admitted in 
preceding year and plan 
to refer suspected/confirmed 
TB to collaborating facility 
<6 TB patients admitted in 
preceding year 
6 or more TB patients 
admitted in preceding 
year 
VERY LOW RISK LOW RISK INTERMEDIATE RISK 
YES TO ANY OF THE ABOVE QUESTIONS: 
Evaluate cause of transmission 
Cause of transmission identified and corrected? 
YES 
Repeat PPDs and risk assessment every 3 months 
PPD conversions or other evidence of transmission? 
NO 
Reassess interventions. 
NO 
YES 
Repeat PPDs and risk assessment at 3 months 
PPD conversions or other evidence of transmission? 
Resume appropriate ------NO yES-------------------mGH RISK 
lower risk protocol 
Obtain consultation 
ASSESSMENT COMPLETED BY: ___________ _ 
RISK CATEGORY:_MinimaJ_Very Low _Low _Intermediate _High 
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ELEMENTS OF A TUBERCULOSIS (Tn) INFECTION CONTROL PROGRAM 
ELEMENT RISK CATEGORIES 
M V L INT H 
L 
Assigning responsibility 
Designated TB control officer or committee --- R R R R R 
Conducting a risk assessment 
Baseline risk assessment R R R R R 
Cornm\lnity .m pr<>fiJc.: incidence, prevalence, Y Y Y Y Y 
. " 
drug-susceptibility patterns 
Facility case surveillance (lab and discharge C C C C C 
diagnosis based) 
Analysis ofPPD test results, HCWs - N V Y 6-12mo 3m 
Review ofTB patient medical records N * Y 6-12mo 3m 
Observation of infection control practices N 0 Y 6-12mo 3m 
Evaluation of engineering control maintenance 0 1\ Y 6-12mo 3m 
Developing a TB infection control plan 
- N 
Written TB infection control plan 0 R R R 
Periodically reassessing risk R 
-
Reassessment of risk Y 6-12mo 3m 
Identifying, evaluating. and initiating treatment for , Y R 
patients who may have active TB . 
Protocol (clinical prediction rules for identifying Y R R R 
patients who may have active TB) R 
Protocol for diagnostic evaluation of patients who may" R R R 
have active TB N R 
Protocol for reporting lab results to clinicians, ICPs, R R R 
collaborating referra1:faciHties, appropriate health N R 
departments 
Protocol for initiating treatment of patients who may R R R R 
have active TB N 
Managing patients who may have TB in ambulatory care 
settings and emergency departments R 
Triage system for identifying active TB R R R 
Protocol for managing patients who may have active R R R R 
TB R 
Protocol for referring patients who may have active TB R N N N 
to collaborating facility R R 
R 
( 
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ELEMKNTS OJ!' A TUBERCULOSIS (fB) CONTROL PROGRAM (continued) 
ELEMENT ruSK CATEGORIES 
M VL L INT H 
Managing hospitalized patients who may have TB 
Appropriate number of TB isolation rooms N N R R R 
Protocol for initiating TB isolation N N R R R 
Protocol for TB isolation practices N N R R R 
Protocol for discontinuing TB isolation N N R R R 
Protocol for discharge planning N N R R R 
Engineering controls 
Protocol for maintenance of engineering controls 0- 0- R R R 
Respiratory protection 
Respiratory protection program N V· R R R 
Cough-inducing and aerosol-generating procedures 
Protocols for cough-inducing/aerosol-generating 0 0' R R R 
procedures 
Engineering controls for cough-inducing/aerosol 0- O· R R R 
generating procedures 
Education and training ofHCWs 
Education/training re: TB R R \R R R 
Counseling and screening HCWs . 
Counseling HCWs re: TB R R R R R 
Protocol for identifying and evaluating HeWs R R R R R 
who have signs and symptoms of active TB / 
Baseline PPD testing ofHCWs O· R R R R 
Routine periodic PPD screen~g ofHCWs for ** 
latent TB infection N V· Y 6- 3m 
Protocol for evaluating and managing HCWs who R R R 12mo R 
have positive PPD tests R 
Protocol for managing HCWs who have active R R R R 
TB R 
Conducting a problem evaluation 
Protocol for investigating PPD conversions and R R R R 
active m in HCWs R 
Protocol for investigating possible patient-to- R R R R 
patient transmission ofM. TB R 
Protocol for investigating contacts of TB cases R R R R 
Coordination with the public health department R 
Effective system for reporting patients R R R R 
(suspected/confirmed) to health department R 
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LEGEND F'OR ELEMENTS OF THE 
TB CONTROL PROGIUM 
Risk Categories: 
M· Minimal 
VL- Very Low 
L-Low 
INT - Intermediate 
H - High 
Actions: 
... 
A 
*** 
R ::::: recommended 
Y = yearly 
C :::: continual 
N ::::: not applicable 
0= optional 
V"" variable 
Because very low risk facilities do not admit patients who may have active TB to 
inpatient areas, most HCWs in most facilities do not need routine follow-up \ppd 
screening after baseline PPD testing is done. However, those who are involved in 
the initial assessment and diagnostic evaluation of patients in the ambulatory care, 
emergency, and admitting departments of such facilities or in the outpatient 
management of patients with active 1B could be exposed potentially to a patient 
who has active TB. These HCWs may need to receive routine .reriodic PPD 
screening. Similarly, these HCWs may need to be included in a respiratory 
protection program. / 
Because very low risk facilities do not admit patients suspected of having TB, 
review ofTB medical records is not applicable. However, follow-up of patients 
who were identified during triage as possibly having active TB and referred to 
another institution for further evaluation and management may be useful in 
evaluating the effectiveness of the triage system. 
Some minimal or very low risk facilities may elect to use engineering controls 
(e.g. booths for cough producing procedures, portable flEP A filtration units, 
ultraviolet gennicidal irradiation units) in triage/waiting areas. In such situations, 
appropriate protocols for maintaining this equipment should be in place, and this 
maintenance should be evaluated periodically. 
If such procedures are used in the triage protocols for identifying patients who 
may have active TB. 
Minimal risk facilities do not need to maintains an ongoing PPD skin testing 
program. However, baseline PPD testing of HCWs may be advisable so that is an 
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unexpected exposure does occur, conversions can be distinguished from positive 
PPD test results caused by previous exposures. 
Reference: Federal RegisterNol. 59, No. 208lFriday, Oct. 28, 1994 
/ 
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EMPLOYEE TB SKIN TESTING SUMMARY 
(For use by the Infection Control Practitioner) 
New Employee 1st ST (Date given, 2nd ST (Date given, If positive. MD 
read, size) read, size) evaJ .!H.D .18&81 
work restriction 
.. 
, 
. 
,/ 
( 
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RESIDENT SlJMMARY OF TB SKIN TESTING/FOLLOW-UP 
(To be placed on the medical record) 
NAME: _____________ _ 
ADMISSION DATE: _________ _ 
DATES OF PPD SKIN DATE FOLLOW·UP: MD evaI.,sputum 
TESTING READ/RESULTS gram stain, culture, treatment, 
isolatiol!, transfer 
. 
/ 
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ANNUAL EMPLOYEE TUBERCULOSIS ASSESSMENT 
(For use with staff who is PPD positive) 
Please complete the following brief questionnaire about your health. 
Do you currently have any of the following symptoms? 
-yes __ no 1. Cough lasting greater than 2 weeks? 
-yes __ no 2. Unexplained weight loss? 
-yes __ no 3. Loss of appetite? 
--.Jes __ no 4. Unexplained fever? 
-yes __ no 5. Night sweats? 
-yes __ no 6. Blood tinged sputum production? 
If yes to any question, please describe symptoms further. When did this start? Have you 
sought treatment? lfyes, what treatment was done? 
Employee signature Date 
Infection ControllEmployee Health Nurse Date 
FOR OFFICE USE ONLY 
Was this employee referred for further evaluation? --yes _no 
If yes, to wbom? _____________________ ~--
Chest x-ray? __ Medication? __ Work restrictions?______ (date) 
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SECTION 10 - J>EIU'ORMANCE IMPROVEMENT 
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Pl<~RFORMANCE IMPROVEMENT PLAN 
I. OB.JECTIVES 
A. To design, measure, assess and improve resident care and organizational 
functions. 
B. To assist all associates in the processes in which they are involved. 
C. To educate all managers in perfonnance improvement. 
D. To monitor and evaluate resident care outcomes to ensure that high quaiity 
care is being provided. 
E. To identify opportunities to improve care. 
F. To provide high quality orientation and in-service education to all 
associates. 
O. To monitor and evaluate company policies, procedures, and practices. 
H. To use feedback from residents/families, physicians, and referral sources 
to improve services. 
1. To meet requirements of regulatory agencies. 
J. To reduce risk exposure and liability. 
II. SCOPE OF ACTIVITIES 
The facility provides skilled nursing, nursing aide, and therapy services to 
residents requiring care in a long term care facility. 
III. ACTIVITIES OF MONITORING AND EVALUATION 
A. Monitoring and evaluation may include: 
1. Nursing services 
2. Aide services 
3. Rehabilitation services 
4. Subacute services 
5. Activities 
6. Social services 
7. Pharmacy services 
8. Dietary Services 
9. Housekeeping Services 
853 
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1 0, Laundry Services 
I 1, Policies, procedures, practices 
12. Infection Control 
1 3, Admissions 
14, Incidents/Safety 
15. All residents receiving care in the facility 
(See quality notebooks in each facility for specific studies.) 
B. Important aspects of care will reflect one or more of the following 
characteristics: 
1. High risk 
2. High volume 
3. Problem prone 
4. Improvement possible 
IV. METHODS OF IMPLEMENTATION OF THE MONITORING AND 
EVALUATION ACTIVITIES 
A. The method used to implement monitoring and evaluation will be based 
on previous and current JCAHO suggestions. 
B. 
1. DESIGN 
a. Assign responsibility 
b. Delineate the scope of care or service 
c. Identify important aspects of care or service 
d. Identify indicators 
e. Establish thresholds for evaluation 
2. MEASURE 
a. Collect and organize the data 
3. ASSESS 
a. Evaluate the data collected 
4. IMPROVE 
a. Take actions to resolve identified problems 
h. Assess the actions and document improvement 
c. Communicate relevant information. 
Data sources and data collections may include retrospective and 
concurrent chart review of care given; peer review; review of 
miscellaneous logs, worksheets, and surveys; direct,observation of care; 
reports from departments. 
173 
854 PCRC001107 
INFECTION CONTROL POLICY AND PROCEDURE MANUAL 
C. Sampling will be used on large populations only, with probability 
sampling of 5%-10% of the population or at least 20 occurrences, 
whichever is greater. Small populations willne monitored at 100%. 
Sampling and length of study will be related to frequency and seriousness 
of the indicator. Statistical quality control techniques will be used if 
indicated. 
D. Studies will be ongoing with data collected and evaluated quarterly. 
E. Cumulative data will be evaluated quarterly. 
v. METHODS FOR REPORTiNG RESULTS 
A. The facility's PI facilitator will report results of monitoring and evaluation. 
B. A written summary will be completed on each study using the PI 
Monitoring Fonn. Oral reports will be made as needed. 
C. Reports will include indicators, thresholds, e,,-:,aluation, actions taken and 
plans for follow-up. 
D. Reporting on monitoring and evaluation win be done monthly to the 
Administrator and quarterly to all others. Reports will be made to the 
QA&A Committee at least quarterly. 
E. The manager of the area being monitored reports to the PI facilitator 
monthly and the facilitator reports cumulatively to the Administrator 
monthly. 
VI. MECHANISMS FOR TAKING FOLLOW·UP ACTION 
A. The department manager decides what action will be taken. 
B. The department manager implements the action. 
C. Actions may be implemented by changing a policy or procedure, revising 
forms, counseling with. associates, in-service education, revising a process, 
etc. 
D. Once actions have been implemented. follow-up monitoring by the 
department manager will be ongoing with monthly reports to the PI 
facilitator and others involved until improvement is seen for one additional 
quarter. 
VII. RESPONSmILITIES OF STAFF FOR EACH ACTIVITY 
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A, Development of indicators and thresholds is the responsibility of the 
department managers with input and approval of the QA&A Committee 
and other staff members with expertise on the subject involved. 
B. Data collection and review is the responsibility of the department 
managers and any other associate appointed by managers. 
C. Data analysis is the responsibility of the department manager with review 
by the QA&A Committee. 
D. Taking appr,opriateaction is the responsibility of the department m8l!ag~r.~ 
E. Reporting to the QA&A Committee is the responsibility of the PI 
facilitator or department manager. 
vln. CONFIDENTIALITY 
The record of monitoring and evaluation will include no identifiable names or 
numbers of associates or residents. Any information which contains names and 
numbers will be maintained in confidential files. Access to these files will be 
limited to the PI facilitator, QA&A Committee members, and the Administrator. 
IX. EVALUATION OF THE PI PLAN 
The PI plan is in effect for a twelve month period. Before expiration of the plan. 
the QA Committee will evaluate and make any needed revisions. 
PI Facilitator 
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Performance Improvement Monitoring Form 
Date ___ _ 
__ Initial Study 
II DESIGN 
Scope of Care of Service~ 
Important Aspects of Care~ 
Consistent with mission, vision, and plans? 
Rationale for Monitoring: 
__ HighRisk 
__ High Volume 
__ Problem-prone 
__ Potential for improvement 
Other 
Measure's the following functions: 
__ Rights, responsibilities, and ethics; 
__ Assessment of patients; 
__ Continuum of care; 
__ Care, treatment, and service; 
__ Education; 
__ Leadership; 
__ Management of information; 
__ Management of human resources; 
_ Management of the environment of care; 
___ Follow-up 
__ Surveillance, prevention and control of infection; and 
__ Improving organizational performance. 
I MEASURE 
Indicators: 
Indicators measure the following dimensions of performance: 
__ Efficacy 
__ Appropriateness 
__ Availability 
857 
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Timeliness 
Effectiveness 
__ Continuity 
__ Safety 
__ Efficiency 
__ Respect and caring 
THRESHOLD ACHIEVED 
Indicator 1 % 
2 % 
3 % 
4 % 
Data Sources: 
Date Collection Methods: 
ESS 
Evaluation 
Databases Used: 
IMPROVE 
Actions: 
Follow~up: 
Communicate to: 
% 
% 
% 
% 
internal 
Study reported by: _______ _ 
858 
5 % % 
6 % % 
7 __ --0/0 % 
-. 
external 
Date; 
Data Collected by: ______ _ 
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COMPUANCE 
ROUNDS 
FORMS 
( 
\ .. 
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COMPLIANCE ROUNDS 
DATE __ _ UNIT __ _ CONDUCTED By ______________ _ 
PROBLEM TO BE MONITORED: 
CRITERIA: 
NON-COMPLIANCEILOCA TION CORRECTED BY: 
SUMMARY OF FINDINGS AND CORRECTIVE ACfION TAKEN: 
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COMPLIANCE ROUNDS 
DATE __ _ 
PROBLEM TO BE MONITORED: 
CRITERIA: 
1 . Soiled I inen bagged near room? 
2. Handled carefully by personnel? 
3. Placed in covered hamper? 
storage? 
NON-COMPLIANCEILOCA nON 
UN I T ___ _ CONDUCfED BY ________________ _ 
LAUNDRY AND LINEN HANDLING 
4. 
5. 
6. 
Sorted in laundry room? 
Folded on clean table? 
. .. ~.... . 
Clean linen covered for transport and 
CORRECfED BY: 
SUMMARY OF FINDINGS AND CORRECI'IVE ACfION TAKEN: 
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COMIlLlANCE ROUNDS 
DATE __ _ UNIT ___ _ CONDUCTED BY ________________ _ 
PROBLEM TO BE MONITOru:D: TUBE FEEDING 
CRITERIA: 
1, He.ad of bed elevated? 
2. Bag label is complete? 
3. Enteral feeding syringes are discarded q 24 h? Separated to dry between 
feedings? 
4. Rate is accurate? 
5. Solution has hung no more than 24 hours (closed system) or 8 hours (open 
system)? 
NON-COMPLIANCEILOCATION CORRECTED BY: 
SUMMARY OF FINDINGS AND CORRECTIVE ACTION TAKEN: 
862 
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COMPLIANCE ROUNDS 
DATE __ _ UNIT ___ _ CONDUCTED 
BY ______________ __ 
PROBLEM TO BE MONITORED: CLEANLINESS/SANIT ATION 
CRITERIA: 
Observe: Floors, resident's rooms, medica~ion room, whirlpool, dietary and showern.: .. 
Is soap and paper towels available at aU sinks? 
NON-COMPLIANCEILOCATION CORRECTED BY: 
SUMMARY OF FINDINGS AND CORRECTIVE ACfION TAKEN: 
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COMPLIANCE ROUNDS 
DATE __ _ UNIT 
BY ----
CONDUCTED 
PROBLEM TO BE MONITORED: UNIVERSAL PRECAUTIONS 
CRITERIA: 
1. Used with all residents? 
2. Available: gloves, g?wnslaprons,m~ks, eye protection, CPR devices? 
3. Appropriate use of hand washing and protective barriers? 
NON-COMPLIANCEILOCATION CORRECTED BY: 
/ 
SUMMARY OF FINDINGS AND CORRECTIVE ACTION TAKEN: 
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COMPLIANCE ROUNDS 
nATE __ _ UNIT ___ _ CONDUCTED BY ________________ _ 
PROBLEM TO BE MONITORED: DOCUMENT ATION OF INFECTIONS 
CRITERIA: 
1. Nurse's notes state site of infection? 
2. Signs and symptoms are described? 
3. Control measures are documented if needed (e.g. isolation)? 
4. Care plan addresses infection? 
NON-COMPLIANCEILOCATION CORRECTED BY: 
SUMMARY OF FINDINGS AND CORRECTIVE ACTION TAKEN: 
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COMPLIANCE ROUNDS 
nATE __ _ UNIT 
----
CONDUCTED BY ________________ _ 
PROBLEM TO BE MONITORED: DRESSINGS 
CRITERIA: 
I. M. p. orders for specific treatment? 
2. Supplies on clean surface? 
3. Hands washed-appropriately? 
4. Old dressings/trash into bag and discarded in utility room? 
5. Dressing has initials, date and time? 
NON-COMPLIANCEILOCATION CORRECTED BY: 
/_--------------------------
SUMMARY OF FINDINGS AND CORRECfIVE ACTION TAKEN: 
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SECTION 11 - SUGGJ<::STED ESSENTIAL REFERENCE BOOKS 
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REFERENNCE MATERIALS 
1. BENENSON, Abram, Editor, Control of Communicable Diseases in Man, 15th 
Edition. American Public Health Association, 1015 Fifteenth Street, N.W., 
Washington, D.C. 20005, 1990. ($15.00) 
2. BENNETT, J. V. and Brachman, P.S., Editors, Hospital Infections, 3rd Edition, 
Little, Brown and Company, 34 Beacon Street, Boston, Massachusetts 02016, 
1985. ($79.50) 
3. BENNETT, G. Infection Control Manual for Home Care. revised 1998. Rome, 
Georgia; ICP Associates. (706) 235-1167. ($90.00) 
4. BENNETT, G. Infection Control Manual for Surgery Centers. Rome, Georgia; 
1996, lCP Associates. (706) 235-1167. ($90.00) 
5. BENNETI, G. Infection Control Manual for Hospitals. Revised 1998. Rome, 
Georgia, ICP Associates. (706) 235-1167. ($95.00) 
6. JORGENSEN, JH, Rinaldi MG. A Clinician's Guide to Bacteria and Fungi. Eli 
Lilly and Company, 1986. (Free copy from your Lilly or Dista representative) 
7. OLMSTED, Russell, Editor, Infection Control and Applied Epidemiology, 
Principles and Practice. Mosby, St. Louis. MO, 1996. (Approximately $150.00) 
8. SMITlI. Philip W., Editor, Infection Control in Long Term Care Facilities. 
Delmar Publishers, Albany, New York. (1-800-347-7707). ($33.95) 
9. SOULE, Barbara M. and Berg, R., Editors, The APIC Curriculum for Infection 
Control Practice, Association for Practitioners in Infection Control, Inc., 
KendalllHWlt Publishing Company, 2460 Kerper Boulevard, Dubuque, Iowa (1-
800-338-5578)Nolumes I, II, and m. ($130.00 plus $2.50 handling) Volwne III 
only ($70.00 plus $2.00 handling) 
10. WENZEL, Richard R., Editor, Prevention and Control of Nosocomial Infections. 
Williams and Wilkins, 428 East Preston Street, Baltimore, Maryland 21202, 
U.S.A.,1993. ($123.00) 
11. PERKINS, John J., Principles and Methods of Sterilization in Health Sciences, 
2nd Edition, Charles C. Thomas, 301-327 East Lawrence Avenue, Springfield, 
Illinois. ($79.00) 
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National Technical Information Service 
United States Department of Commerce 
5285 Port Royal Road 
Springfield, VA 22161 
(703) 487-4650 
ASSOCIATION FOR PROFESSIONALS IN INFECTION CONTROL AND 
EPIDEMIOLOGY, INC. 
10]6 16TH Street NW 
Washington, bc 2003-6' .-.-
(202) 296-2742 
Gail Bennett, RN, MSN, CIC 
ICP Associates 
1304 North Broad Street 
Rome, GA 30161 
(706) 235-1167 
e-mail: gailhicp@aol.com 
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INFECTION CONTROL COMMiTTEE DUTIES 
Duties: 
I. To be available to identify and appraise all present standards of policies and procedures concerned with 
resident care, handling food, processing laundry, disposing of environmental and resident wastes, 
controlling pests, and controlling the flow of internal traffic. 
2. To recommend additional, and modifY existing standard>, policies, and procedures as needed. 
3. To promote and assist in the development of the standards, policies and procedures of infection control for 
all residents. 
4. To share information between departments in order to prevent duplication. 
5. To develop techniques and systems for identifying infections in the facility 
a. Reviewing sources of infection. 
b. Developing procedure for reporting the results of infection surveillance to appropriate authorities. 
c. Monitoring the health status of employees. 
6. To review policies and procedures and make necessary changes annually. 
7. To identifY problems, establish a priority for their investigation and resolution. 
a. Include the development and application of written criteria that relate to esential or critical 
aspects of resident care. 
b. Include an examinatipn of all date sources and documents. 
c. Give priority to tho§C'problems which adversely effect resident care. 
d. Maintain ) iaison with budgetary planners. 
e. Recommend necessary in-service training. 
8. Monitor the problem to reso1·ution. 
9. Monitor CQI activities related to infection control. 
J O. Minutes will be kept of the meeting and reports submitted to the Administrator . 
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INFECTION CONTROL COMMITTEE APPOINTMENTS 
The Infection Control Committee is hereby appointed for this facility. The committee will assure that reasonable and 
achievable objectives be established which are consistent with the delivery of optimal resident care. Effective 
mechanisms for reviewing and evaluating resident care will be established. Any findings revealed by such review 
will receive appropriate attention. 
Members of the Infection Control Committee will: 
I. Detennine how p-oblems will be identified. 
2. Detenninc.how.priorities will be setforsolving these problems. 
3. Detennine what action will be implemented to resolve the problem. 
4. Establish a system to monitor solutions and assure that the problem is fully resolved 
Committee members: 
______________ Medical Director or Physician assigned as chairperson 
______________ Administrator 
______________ Director of Nursing Services 
______________ Director of Staff Deve!opment 
______________ Dietary Supervisor 
___ ~ __________ Housekeeping/Laundry Supervisor 
---------------------------
Maintenance Supervisor 
__________________ Pharmacy Consultant 
Dare ____________________ __ 
Administrator's Signature 
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iNFECTION CONTROL COMMITTEE 
The composition of the Infection Control Committee as this facility shall be as follows: 
I. Medical Director or Physician assigned as chairperson 
2. Administrator 
3. Director of Nursing Services 
4. Director of Staff Deve!opment 
6. Dietary Supervisor 
7. HousekeepingILaundry Supervisor 
8. Maintenance Supervisor 
9. Phannacy Consultant 
Organizational Structure 
I. A physician will act as chairperson for the Infection Control Committee. 
2. The Infection Control Committee shall meet quarterly. The chairperson shall have the authority to call a 
meeting as necessary. 
3. The Infection Control Committee will develop and approve policies and procedures for Infection Control 
at this facility at least annually. 
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